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REGIONAL MEDICAL PROGRAMS; ALCOHOLICS AND
NARCOTICSADDICTS FACILITIES;HEALTH SERV-
ICESFOR DOMESTIC AGRICULTURAL MIGRATORY
WORKERS

TUESDAY, MARCH Sf3, 1968

HOUSEOFREPRESENTATIVES,
SURCOMMITTEEOIJ PUBLIGHEALTHANDWELFARR,

COWUI~E ONINTERSTATEANDFOREIGNCOIWERCE,
Washington, D.(7.

The subcommittee met d 10 a.m., pursuant to notice, in room 2&22,
Rayburn House CMIiceBuilding, Hon. Paul G. Rogers presiding (Hon.
John Jarman, chairman).

Mr. Kmc?s (presiding). The subcommittee will please be in order.
The hearings today are on H.R.. 15758, introduced by Chan-man

Sta gers at the request of the administration.
A E bill would extend and ex and the existing authorizations for

regional medical pro~ams, WOU1$ extend the program of health serv-
ices for domestic agrwdtural migratory workers, and would provide
matching grants for construction and staffing of facilities for preven-
tion of alcoholism addiction and for treatment of alcoholics and nw-
cotic addicts.

RXGIONAL31EDICALPROGRA}IS

In 1965, the Congress considered legislation proposing the establish-
ment of retional medical proegams designed to improve the health
care of the ~rnerican people in the fields of heart disease, cancer, stroke
and related diseases. The Congress made substantial revisions in the
pro~sed program, providing in genera] for a maximum of decen-
trahzat.ion of the decisionmaking process and encouraging the maxi-
mum feasible cooperation between public and private groups interest ed
in the health of the American people.

It is im~ossible to give a simple description of n regionnl medical
program since every program established is different, with each pro-
~gramtailored specdk+dly to the needs of the region served.

Over 90 percent of the population of the IJnited States is or will be
covered by regional medical programs established 011 the 10cal level
either on an operational basis today or throngh programs current~y
in the planning stage. Event. ua]ly,100 percent of our popnlat ion w1ll
be cm-ered by these pro=jqam~.

Mfi.ny fears and rescmwtlons were expressed at the time the Con-
gress was considering the initial legislation. It is my understanding,
however, that many of the groups which had resermt ions abm~t.the
initial proposals have since modified their posit ions, in large measure

(1)
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because of the modifications that were made in the program by tbe
Congress and the manner in which the program lias been administered
to date.

As I understand the bill presented to w, no major changes are pro-
posed. The principal purpose of the legislation is to extend the pro-
gram beyond its scheduled expiration date of June 30 this year? with
minor improvements thnt experience has shown to be necessary or de-
sirable.

In regard to the section on domestic agricultural migratory workers,
the bill also proposes to extend for two additional years the existing
progrzm of Federzl grants for health services to domestic agrictlltural
rn@itory worker~. -
“ The existing program is also scheduled to expire June 30 this year,

so extension is essential at this time if these workers, who are among
the neediest today, as-eto continue to receive the services they need.

DEPARTMENTOFHEALTH,EDUCATION,ANDWELFARE,
Wa8?@gto?l, D. C., March 18,1.968.

Hon. HARLEYO. STAGOEIW,
Chairman, Conmittcc on In fcr8fatc and 1,’owiyn Commcm.
Howe of RCprC8CtIfUficea, Waslt in.gionj D.C.

DEAR 31R. CHAIRMAX: This letter is in response to your request of March 6.
1968. for a report on H.R. 15758, a bill ‘“To mend the Public Health Service
.lct so as to extend nnd irnpro~e the provisions relating to regkmal medicnl
programs, to extend the authorization of grnnts for health of migratory agri-
cultural workers, to provide for specialized f ncilities for alcoholics auci na reo tic
addicts, and for other purposes.”

This bili embodies the legislative proposal contained in a draft bill submitted
iJy this Department to the Congress 011March 4, 10M, to implement the recon]-
mendations on extension aud improvement of regional medical programs con-
tained in the President’s March 4, 1068 Messnge on Health. The Mll also includes
the legislative proposal contained in that dmft biil rekiting to temporary exten-
sion of the program of grants for henlth ser~-ices for migratory agricultur~i
workers. In addition, H.R. 1573S embodies the legislative proposal contained in
the draft biil submitted by this Department to the Congress on February 8,
1068, to im~lement the recommendations on prevention find treatment of alco-
holism and narcotic addiction contained in the President’s February 7, 1968
Message on insuring the public safety and meeting the challenge of crime ill
our society. (This last mentioned proposal was also included in H.R. 1WSl, on
which we reported to your Committee on February 26, 1968.)

We urge early enactment of this proposed legislation.
The Bureau of the Budget xdvises that enactment of this iwoposed legislation

wouid be in accord with the program o.f the President.
Sincerely,

~ILIWR J. COHEN,
Acting flecretar~.

[H,R.1575S,90thCong., second sess.]

A BILL To amend the Publle Health Service Act so as to extend and impr~ve the provisions
relating to regional medical programs, to extend the authorization of grants for health
of migratory agricultural workers, to provide for specialized facilities for alcoholics and
narcotic addicts, and for other purposes

Bc it cnactcd bu the Scnafc and HOI(8V of I@rcwntati’m of the ~Jnitcd
Statc8 of America in Cooflrc.f8 a88cmblcd,

TITLE I—REGIONAL MEDICAL I’RCJGRA31S

EXTENSIONOFREGIONALMEDICALPROORAMS

SEC. 10L Section 901(a) of the Public Health Service Act (42 U.S.C, 29i)a )
is amended by striking out “and” before “$2LWMWM” and by inserthg after



“June 30, 1966;’. the following:
30, 1969, and such sums as may
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“$05,000,000for the fiscal year ending June
be necessary for the next four fiscal years,”.

EVALUATIONOF REGIOSAL3fEDICALPROGRAMS

SEC. 102. Section 001 (a) of the Public Health Service Act is further amended
by inserting at the end thereof the following new sentence: “For any fiscal year
ending nfter June 30, 1!)69, such portion of the appropriations pursuant to this
section as the Secretary may determine, but not exceeding 1 per cwtum thereof,
shall be available to the Secretory for evaluation (directly or by grants or
contracts ) of the program authorized by this title.”

..
INCLUSIOXOF TERRITORIES

SEC. 103. Section 902 (a) (1) of tbe Public Health Service .Mt (42 U.S.C.
290b ) is amended by inserting after “States” the following: “(which for pur-
poses of this title includes the District of Columbia, the Commonwealth of
Puerto Rico, the Yirgiu Islands, (ham , American Snmoa, and the Trust Ter-
ritory of the Pacific Islands)”.

COMBINATIONSOFRZGIOX-ALMEDICALPROGRAMAGENCIES

SEC. 104. Section 003 (a) and section 004 (a) of the Public Health Service
.-kt (42 U.S.C. ZWc, 299d ) are each amended by inserting after “other public
or nonprofit private agencies and institutions” the following: “, and combina-
tions thereof,”.

ADVISORYCOUXCILAfE3fBERS -

SRC. 103. (a) Section 005(a) of the Public Health Service &t (42 U. S.C.
299e ) is amended by striking out “twelve” and inserting in lieu thereof
“sixteen”,

(b) Seetion 005(b) of such Mt is amended by striking tmt “and four
at the end of the third year” and inserting in lieu thereof “four at the end
of the third year, and four at the end of the fourth year”.

MULTIPROGRAMSERVICES

SEC. 106. Title IX of the Public Health Service .Ict is further amended
by adding at the end thereof the following new section:

(
“PRoJECTGRAKTSFORML-LTIPROGRAMSERVICES

*’SEc. 910. Funds appropriated umler this title shall also be available for
grants to any public or nonprofit private agency or institution for services
needed by or which will be of substantial use to, my two or more regional medi-
cal programs. ”

CLARIFTIXGOR TECIINICALAME?iDJfENTS /

SEC. 107. (a) Section 001 (c) of the Public Health Service Act is amended by
inserting before the period at the end thereof “or, where appropriate, a prac-
ticing dentist”.

(b) Section 001 of such Act is further mnended by adding nt the end thereof
the following new subsection:

“ (d) Grants under this title to nny agency or institution for a regional
medical program may be used by it to assist in meeting the cost of participa-
tion in such program by any Federal hospital.”
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Mr. KYROS. I understand our first ~vitness this morning will be Dr.
Philip R. Lee, Assistant Secretary for Hea]t]l and Scientific Affairs
in the Department of Health, Educationj and Welfare. Dr. Lee.

STATEMENT 02 DR. PHILIP R, LEE, ASSISTANT SECRETARY FOR
HEALTH AND SCIENTIFIC AFFAIRS, DEPARTMENT OF HEALTH,
EDUCATION, AND WELFARE ; ACCOMPANIED BY RALPH K. HUITT,
ASSISTANT’ SECRETARY FOR LEGISLATION ; DR. RALPH Q. lIAR-
STON, DIRECTOR, DIVISION OF RE&fONAL MEDICAL PROGRAMS;
DR. STANZEY 3?, YOLLES, DIRECTOR, NATIONAL INSTITUTE OF
MENTAL HEALTH; AND HELEN JOHNSTON, CHIEF, MIGRANT
HEALTH BRANCH, BUREAU OF HEALTH SERVICES

Dr. L~E, Thank you, Mr. Chairman.
Mr. ROOERS(presiding). I might say that the committee is pleasecl

to have you with us, and particularly since your new duties have been
stated by the Secretary to be coordinator for health, and “Mr. Health”
for the C+overnment.

We are delighted to have you with us in this capacity today, mld
we are pleased to have your associates. We will be glnd to hear your
statement.

Dr. LEE. Thank you, sir.
Accompanying me are Miss Johnston, Dr. Marston, and Dr. Yolles,

Mr. Ralph Huitt is with us this morning also.
Mr. ROOERS.We are glad to see Mr. Huitt here.
Dr. LEE. Mr. Chairman and members of the Subcommittee on

Health ond Welfnre, it gives me great pleasure to appear before you
today in support of the Health Services Act of 1968, which contains
an extension and improvements to the Heart, Cancer, and Stroke
.4mendments of 1965, an extension of the Migrant Health Act of 1962,
as amended in 1965, the transfer of authorir]es now in section 402 of
the Narcotic Addict Rehabilitation .4ct of 1966 to the Community
Mental Health Centers Act, and the estabolishment of a program to
assist. communities to improve treatment services to alcoholics, the
latter two programs to be known as the .41coholic and Narcotic Addict
Rehabilitation .4mendments of 1968.

These programs are all designed to carry for~~ard OU~con~nlitnlel?t
to make the best health services ~vailable to all Americans. In lns
specinl message to Congress on health in 1965, President ,Johnson
stated:

Our first concern must be to assure that the advance of medical knowledge
leaves none behind. We can—and must—strive now to assure the availability
and accessibility of the best health care for al[ Americans, regardless of age or
geography or eeonomic status.

.Ilthough much has been accomplished in the last 3 years, much
remains to be done. We must remove the barriers of discrimination
that hm-e so long barred the alcoholic and the narcotic addict from
receiving truly comprehensive care—a discrimination based on diag-
nosis, which is just M intolerable as discriminate ion based on race.

The migrant worker suffers from not only the disadvantages of
language, powmty, and geography, but often the even more ddlicult
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problems of ignorance and inexperience in the use of modern medi-
cal services.

The removal of a different kind of barrier-the time lag between
discovery and effective application of new know]ed e-is a goal of the

%
fre ional medical program. In his health message t is year, President

Jo nson stated:
Its purpose is to translate research into action, so that all of the people

of our nation can benetit as rapidly as Posible from the achievement of modern
medicine.

Title I of H.R. 15758 extends the regional medical program throu h
ffiscal year 1973 and clarifies and impro-m cerbain aspects of t le

pro am.
f ou will recall from your consideration of this legislation in the

summer of 1965 that it was introduced as a result of the findings of
the President’s Commission on Heart. .Disease. Cancer. and Stroke,
The Commission found that medical science l;as created the poten-
tial to rwduce the heavy tolls of these diseases but that this potential
was not being realized for many of our citizens.

The Interstate and Foreign Commerm Committee played a major
role in clarifying both the nature of the program and the direc-
tion in which it was to go.

The basic objective of this program is to assure that the people of
this Nation, wherever the may be, will benefit from the advances of

rmedical science against t le threats of heart disease, cancer, stroke,
and relatid diseases.

As an additional dividend, this pro ram will have an impact extend-
fing far beyond the control of specific isea:+. The hysicians and other

?health workers involved in the regional medics programs will be
applying their new knowledge and new techniques to patients being
treated under the medi&~id, medicme,. and other health pro rams.

7The kssons learned in the regional medml programs cannot he p but
enhance the quality and efficiency of the:+ other activities.

The progress alread made lms justified our expectation that this
1program would signi cantly im rove the effectiveness and quality

iof medical care for those who su er from the major killer diseaw.
The pro am is already bringing together diverse groups in the

rhealth fiel in an unprecedented faslnon and in a manner that re-
sults in z consideration of the unfilled health needs of the region,
rather than those of the individual irw itut ions. Des ite the present

fshorts e of manpower, the pro ram has been success U1in recruiting
% Ythrou~ out the Nation talentec persons willing to make firm career

comrmtments to achieving the goals of the program.
The programs have earned the support of the major health re-

sourw, professional and volunt ary, at the natiomd and regional levels.
They have helped overcome hostilities ancl clirisions which have existed
in some cases for generations.

Indeed, there has been a positi~e response to this committee’s man-
date in the original legislation that this program woulcl be community
based-that the rssponsi’bilit for planmng and organizing the opera-
tion of the program would L long to the region, not to the Federal
Government.

As evidence of this response almost 1,000 medical institutions are
participating in the regional medical programs, including every med-
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ical sohool and hundreds of hospitals. This involvement of medical
schools and other teaching and research inst.itutions helps develop
cl~e and continuous cent.ac.t between medical ndvances and their ap-
phcation in the community.

Almost 800 health or animations are participating, inducting every
State medical society, f tate health depatirnent, State heart aswcia-
tlon, and State cancer society.

Over 7jOO0 non-Federal-connected individuals are now ac~ively
engaged m the programs, including 1,800 employed either full- or
part-time by the regional programs, over 1,900 members of the
regional advisory groups required by the law who must advise on the
development of the programs and approve all o~rational activities
before thev can be funded. and members of various subcommittees.
task force;, and local actio;l groups, who are contributing their time:

This represents an involvement not only of the experts in the region
but also the health personnel at the grm.sroots level, and this is illus-
trated in table I (p. 33) which is submitted with the testimony.

These people, institutions, and organizations are the forces which,
with your support, will carry to fulfillment the high expectations
for this program.

The scope of the rogram is enabling the regional groups to assess
!thoroughly the nee s and opportunitiw within their regon and to

implement the steps that can be realistically undertaken to improve
the diagnosis and treatment of the major diseases. By coping with
these problems on a regional scale, the groups are able to plan for
the most efficient uw of specialized rew.me.s for service or training
from the largest. medical center to the isolated rural physician,

The regions have found that many different types of activities can
contribute to objectives such as demonstrations of advanced diagnos-
tic and patient-care techniques, training and continuing education of
health personnel, development of communication and patient data
networks, applimtion of computer and other modern technology to
health care, and research into better means for organizing and deliver-
ing improvements in health care.

The first planning grant was awarded less than 2 years ago. Today
there are 53 lregions which have received planning grants and include
the entire population, except Puerto Rico, and an application from
that Commonwealth is now being reviewed.

Eleven regions have received grants to sup ort initial operational
$activities, and 13 other regions have submitte applications to begin

the operational phase of their pro rams. To finance these activitiw
fthere has been a mpid increase m t e obligation of funds, and “this is

illustrated on table II, which is attached.
The involvement m the re ional medical pro ams by local insti-

i$ Ftutions and individuals has een enthusiastic. I ithin the next year
all of the programs expeot to enter the operational phase of their
program. They are eager to continue the w?[k they have begun.

In addition to extendin the basic authorltws of the regional med-
i!ical yrogram, the bill ~beore you contains amendments to those au-

thomties that would help the regions accom Iish their goals more
Cf’effective . It contains a provision tihat WOUI assure roper evalua-

i Jtion of t. e accomplishments of the program by provi ing that up to
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1 percent of the a pro riation for any fiscal year beginning with 197’0
!lS!ma be used by t e ! eordtary for the evaluation.

J he bill makes clear that regional medical grants can be awarded
h a combination-of regional medical program agencies for carrying
on a regmnal mechcal program.

Also, a new aut.honty M added which would permit the awarding
of grants to any ublic or rivat.a non refit agency or institution for

!? i Yservices -wluch wi 1 be of su stantial va ue and use to any two or more
regional medmal ro

rr
ms. Such servicw mi ht include pqducing

education. materias, %eveloping evaluation tec ni ues, creating uni-
1form data-gathering systems, and other types o activities which

cannot always be developed most efficiently on the ‘basis of the needs
of a single r “on.

TThe act is a so amended to authorize the use of regional medical

{
rogram grant funds @ permit the full anticipation of Federal

{ospitals In regional medical programs as t e important community
resources which they in fact are.

Anotiher amendment clarifies that a practicing dentist as well as
a physician may refer a patient to a facility carrying out research,
tra” “

Y
, or demonstration activities which are supported by regional

medics program funds. Dentists can play an important role in such
areas as the early identification of oral cancer, and the amendment
corrects an unforeseen limitation in the original zct whioh does not
permit such referrals.

An increase in the Advisory Ckmncil membership, fmm 12 mem-
bers ti 16, is provided in the bill, an expansion made necessary by
the increasing workload of the Council in reviswin ap lications and

l?%tihe desiralbihty of having members who reflect a ma diversity of
interests.

The bill also extends the provisions of the programs to Guam,
American Samoa, and the Trust Territory of the Pacific Islands. The
Hawaii regional medical program has indicated that it would be inter-
ested in including these areas in its program.

These ~rovisions will strengthen regional medical programs and
will provide the flexibility that will aid in making the most efficient
use of all the health elements of the community in the program.

The commitk has received copies of the Surgeon General’s report
on regional medical programs, which describes in detail the irntial
pro ess. I would like to submit for the record material which adds

rtot at report and which will bring you Up to date on the accomplkh-
ments of the regional medical programs.

May I submit that for the record, Mr. Chairman?
Mr. ROOERS.Without objection, it will be received.
(The document referred to follows:)
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PROGRESS REPORT
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onsd Medical Programs have been awarded
nirrggrants*. . .
to develop operational proposals through . . .

. surveys of needs and resources
● feasibility studies
● organization and staffing

1 Regional Medical Program is currently under
development’
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*

Regional Medical Programs have received opera-
tional grznts*. . .

0 to improve patient care through research, con-
tinuingeducation, training, and demonstration
projects

● to develop better methods for the exchange of
information among medical schools, medical
centers, community hospitals, practicing ph}:-
sicians, arrcl other health institutions, organl-
z,ations, and personnel

~ to continue to develop new and expanded
plans for further improvement of patient care

.

●As of February 29, 1968
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REGIONS

1 ALABAMA
B. B. Wells, M.D.
U. of Ala. Med. Ctr.
19197th Ave.S.
Birmingham,Ala. 352.33

2 ALBANY. N.Y.
F. M. Woolsey, Jr., M.D.
Assoc.Dean
Albanybled. till.
47 NewScotland Ave.
Albany,N.Y. 12208

3 ARIZONA
M. K. DuVal, M.D.
Dean,COILof Med.
U. of Arizona
Tucson,Ark 85721

4 ARKANSAS
W. K. Shorey, M.D.
Dean,Sch. of Med.
U. of Arkansas
4341W. Markham St.
Little Rock,Ark 72201

5 BI-STATE
W. H. Drrnforth, M.D..
V. Chan.for Med. Affairs
WasfringtonU.
660S. Euclid Ave.
St. Louis,Mo.63110

6 CALIFOR-NIA

AND PROGRAM COORDINATORS
OR DIRECTORS

10 FLORID.*
S. P. Martin, M.D.
Provost,J. Hillis
Miller Med. Ctr.
U. of Florida
Gainesville,Fla. 3M1

11 GEORGIA
J. C. Barrow, M.D.
hfed. Assoc.of GZ
938Peachtree SLN.E.
Atlanta, Ga.30309

12 GREATER
DELAWARE
VALLEY

W. C Sw+w,Jr.,M.D.
WynnewoodHome
300E. LancasterAye.
Wynnewood,PZ 19396

13 HAWAII
W. C.Cutting, M.D.
Dean, Sch. of !&J.
U. of Hawaii
2538The Mall
Honolulu,Ha. %822

14 ILLINOIS
Wright Adams, ?d.D.
112S. MichiganAve.
Chicago,Ill. 6M03

15 lNDIAX+
G.T. Lukemeyer. M.D.

Paul D. Ward ASSOC.Dean “
655Sutter St. #302 Indiana U. Sch.of Med.
San Francisco, Calif. 94102 1100W. hlicbiganSt.

Indianapolis,fnd. %207

7 CENTRAL
NEW YORK

R. H. Lyons, M.D.
State U. of N.Y.
750E. AdamsSL
Syracuse,N.Y. 13210

P. R. Hildebrand, M.D.
U. of COLMed. Ctr.
4200E. 9rlrAve.
Denver.Co].80220

9 CONNECTICUT
H. T. Cfark. Jr.. M.D.
272George$t~
NewHaven,Corm.M510

16 INTERMOUNTAIN
C. H. Castle, 3LD.
Assoc.Dean
u. of Utah
Salt Lake City,Ut.84112

17 IOWA
W. A. KrekI, M.D., Ph.D.
;080)f::ase Av&

Io-waCity,IL 52240

18 KA?iS.iS
C. E. kris, .M.D.
Chairrrmn
Dept. of PrcverrtiveMed.
U. of Kansas
Kansas City, Km. 66103

19 LOUISIANA
J. A. Sabatier, M.D.
Claibome ToweraRoof
119S. ClaibomeAve.
New Orleans,La. 70112

20 MAINE
M. Chatterjee, M.D.
295Water St.
Augusta,Me.04332

21 MARYLAND
W. S. Spicer, Jr., M.D.
55o N. Broadway
Baltimore,hid. 21205

J. W. Culbertson, M.D.
Coil. of Med.
U. of Tennessee
858 MadisonAve.
Memphis,Term.38103

23 METROPOLITAN
WASHINGTON, D.C.

T. W. Mattingly, M.D.
D.C MedicalSociety
2007Eye St. N.W.
Washington,D.C.20006

24 MICHIGAN
A. E. Heustis, M.D.
1111MichiganAve.
East Laming, Mich. 48823

25 MISSISSIPPI
G. D. Campbell, M.D.
U. of Miss.Med. Ctr.
2500N. State Ct.
Jackson,Miss.39216

26 MISSOURI
V. E. WRson, M.D.
ExecutiveDirector

for Health Affairs
U. of }fissouri
Columbia,Mo.65201

27 MOUNTAIN STATES
K. P. Bunnell, Ed.D.
Assoc.Director
Western Interstate

Comm.for Higher Ed.
Univ.E. Campus
Boulder,Col.80302
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28 NEBRASKA-
SOUTH DAKOTA

H. Morgan, M.D.
14o8Sharp Bldg.
Lincoln,Neb.68508

29 NEW JERSEY
A. A. Florin, M.D.
N. J. State Dep~of N,th.
88 RosaSL
E. Orarrke,N.J. 07018

30 NEW MEXICO
Reginald Fitz, M.D.
Dearr,Sch. of Med.
U. of New}fexico
Albuquerque,N.M.87106

31 NEW YORK
METR. AREA

V. deP. Larkin, M.D.
N.Y. Academyof Med.
2 E. 103dSL
NewYork N.Y. 10029

32 NORTH CAROLIN
M. J. Mu.aser,M.D.
Teer House
4019 N. RoxborORd.
Durham,N. C 27704

33 NORTH DAKOTA
T. H. Harwood, M.D.
Dean, Sch.of Med.
U. of Nor& Dakota
Grand Fork, N.D.58202

34 P&Ro~EASTERN

F. C. Robbins, M.D.
Deao,Sch. of bled.
Western ReserveU.
2107AdelbertRd.
Cleveland,Ohio44106

35 NORTHERN
NEW ENGLAND

J. E. Wennberg, M.D.
U. of Vt. Call. of Med.
25 ColchesterAve.
Burlington,Yt.05401

36 NORTHLANDS
J. M. Stic.kney,M.D.
hfinn. State Med.ASSOO.
200Ist St.S.W’.
Rochester,Wnn. 55901

37 NORTHWESTERN 46 TENNESSEE
OH1O MID-SOUTH

C. R. Tlttle, Jr., M.D. S. W. Olson, M.D.
Medical Collegeof Ohio 110Baker Bldg.

at Toledo 11021st Ave.S.
Nashville,Term.37203

38 OHIO STATE
R. L MeRirrg, M.D.
Dean, Coil. of Med.
Ohio State U.
410W. 10tb Ave.
Columbus,Ohio43210

47 TEXAS
*S. G. Thompson, M.D.
Suite 724
Scaly-SmithProf. Bldg.
Galveston,Tex. 7755o

39 OHIO VALLEY
W. H. McBeatL M.D.

48 TRI-STATE

1718Alexandria Dr. N. Stearna, M.D.

Lexington,Ky. 40504 22 The Fenway
Boston,Maaa.02115

40 OKLAHOMA
K. M. West, M.D.
U. of Ok. Med. Ctr.
800N.E. 13tb St.
OklahomaCity, Ok. 73104

A 41 OREGON
M. R Grover, M.D.
Director,Cont.Med. Ed.
Sch. of Med.
U. of Oregon
3181S.W. Sam Jackson
Portland, Ore. 97201

42 PUERTO RICO
A. Nigaglioni, M.D.
Chancellor,Sch. of Med.
U. of Puerto Rico
SCIIJuan, P.R. 00P05

43 ROCHESTER, N.Y.
R. C. Parker, Jr., M.D.
Sch. of Med. and f)enL
U. of Rochester
Rochester,N.Y. 1%20

44 SOUTH CAROLINA
C. P. SummeraH, HI, MD
Dept. of Med.
Med. COILHospital
55 DoughtySt.
Charleston,S.C. 29403

45 SUSQUEHANNA
VALLEY

R. B. McKenzie
3608Market St.
P.O. Box451
CampHill, Pa.’l7Oll

49 VIRGINIA
E. R. Perez, M.D.
RichmondAcad.of Med.
1200E. clay SL
Richmond,Va.23219

50 W~SSH~GTON-

D. R. Sparkman, M.D.
Sch. of Med.
U. of Washington
Seattle, Wash.98105

51 WEST VIRGINIA
C. L Wilbar, Jr., M.D.
W. Va. Univ.Med.Ctr.
Morgmtown,W. Va. 265o6

52 WESTERN
NEW YORK

J. R. F. Irrgall, M.D.
Sch. of Med.
State U. of N.Y.at B@alo
Buffalo,N.Y. 14214

53 WESTERN
PENNSYLVANIA

F. S. Cheever, M.D.
Dean, Sch. of Med.
U. of Pittsburgh
3530Forbes Ave.
Pittahurgh, Pa. 15213

54 WISCONSIN
J. S. Hirachhoeck, M.D.
Wisconsin RMP, Inc.
110E. WisconsinAve.
Milwaukee,Wiac.53202

●Associate Coordinator

309-653O-68—2
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NATIONAL ADVISORY COUNCIL

E. L. CROSBY,M.D.
Director
AmericanHosp.Assoc.
Chicago,Ill.

M. E. DEBAKEY,M.D
Prof. and Chairman
Dept. of Surgeq
BaylorU.
Houston,Tex.

H. G. ED$1ONDS,Ph.D
Dean,GraduateSch.
No. Carolina CoJJege
Durham,N.C.

B. W. EVERIST2JR., M.D.
Chief of Pediatrics
:u%~ay

J. R. HOGNESS, M.D.
Dean,Schoolof Med.
U. of Washington
Seattle, Wash,

J. T. HOWELL,M.D.
ExecutiveDirector
Henry Ford Hosp.
Detroit, Mich.

C. H. MILLIKAN,M.D.
Consultantin Neurology
MayoClinic
Rochester,Mbm.

G. E. MOORE,M.D.
Director,RoswellPark

Memorial Institute
BufTalo,N.Y.

E. D. PELLEGRINO,M.D.
Director of the Med.Ctr.
State U. of NewYork
Stony Brook,N.Y.

A. M. POPhlA, M.D.
RegionalDirector
MountainStates RegionaI

Medical Prograar
Boise,Idaho

M. L SHANHOLTZ,M.D.
State Hlth. Comm.
State Dept. of Hlth.
Richmond,Va.

W. H. STEWART,M.D.
(Chairman)
Surgeon General
PubJic HeaJtbService

HISTORY AND PURPOSES OF REGIONAL
MEDICAL PROGRAMS

On October 6, 1965, the President signed Public Law 89-239. It
authorizes the establishment and maintenance of Regional Medical
Programs to assist the Nation’s health resources in making available
the best possible patient care for heart disease, cancer, stroke and
related diseases. This legislation, which will he referred to in this
publication as The Act, was shaped by the interaction of at least
four antecedents: the historical thrust toward regionalization of
health resources; the development of a national biomedical research
community of unprecedented size and productivity; the changing
needs of society; and finally, the particular legislative process leading
to The Act itself.

The concept of regionalization as a means to meet health needs
effwtively and economically is not new. During the 1930’s, Assistant
Surgeon General Joseph W. Mountin was one of the earliest pioneers
urging this approach for the delivery of health services. The na-
tional Committee on the Costs of Medical Care also focused attention
in 1932 on tbe potential benefits of regionalization. In that same
year, the Bingham Associates Fund initiated the first comprehensive
regional effort to improve patient care in the United States. This
program linked the hospitals and programs for continuing education
of physicians in the State of Maine with the university centers of
Boston. Advocates of regionalization next gained national attention
more than a decade later in the report of the Commission on Hospital
Care and in the Hospital Survey and Construction (HiH-Btrrton)
Act of 1946. Other proposals and attempts to introduce regionaliza-
tion of health resources can be chronicled, but a strong national
movement toward regionalization had to await the convergence of
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other factors which occurred in 1964 and 1%5.
One of these factors was the creation of a national biomedical

research effort unprecedented in history and unequaled anywhere
else in the world. The effect of this activity was and continues to be
intensified by the swiftness of its creation and expansion: at the
beginning of World War II the national expenditure for medical re-
search totaled $45 million; by 1947 it was $87 million; and in 1%7
the total was $2.257 billion—a 5,(X)0 percent increase in 27 years.
The most significant characteristic of this research effort is the tre.
mendous rate at which it is producing new knowledge in the medical
sciences, an outpouring which only recently began and which shows
no signs of decline. As a result, changes in health care have been
dramatic. Today, there are cures where none existed before, a
number of diseases have all but disappeared with the application of
new vaccines, and patient care generally is far more effective than
even a decade ago. It has become apparent in the last few years,
however, (despite substantial achievements), that new and better
means must also be found to convey the ever-increasing volume of
research results to the practicing physician and to meet growing
complexities in medical and hospital care, including specialization,
increasingly intricate and expensive types of diagnosis and treat-
ment, and the distribution of scarce manpower, facilities, and other
resources. The degree of urgency attached to the need to cope with
these issues is heightened by an increasing public demand that the
latest and best health care be made available to everyone. This
public demand, in turn, is largely an expression of expectations
aroused by awareness of the results and promise of biomedical
research.

In a sense, the national commitment to biomedical investigation
is one manifestation of the third factor which contributed to the
creation of Regional Medical Programs: the changing needs of
society—in this case, health needs. The decisions by various private
and public institutions to support biomedical research were responses
to this societal need perceived and interpreted by these institutions.
In addition to the support of research, the same interpretive process
led the Federal Government to develop a broad range of other pro-
grams to improve the quality and availability of health care in the
Nation. The Hill-Burton Program which began with the passage of
the previously mentioned Hospital Survey and Construction Act of
1946, together with the National Mental Health Act of 194.6, was the
first in a series of post-World War II legislative actions having
major impact on health affairs. When the 89th Congress adjourned
in 1966, 25 health. related bills had been enacted into law. Among
these were Medicare and Medicaid to pay for hospital and physician
services for the Nation’s aged and poor; the Comprehensive Health
Planning Act to provide funds to each state for non-categorical health
planning and to support services rendered through state and other
heaItb activities; and Public Law 8!)-239 authorizing Regional Medi-
cal Programs.
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The report of the President’s Commission on Heart Disease,
Cancer, and Stroke, issued in December 1%4, focused attention on
societal needs and led directly to introduction of the legislation au-
thorizing Regional Medical Programs. Many of the Commission’s
recommendations were significantly altered by the Congress in the
legislative process but The Act was clearly passed to meet needs
and problems identified and given national recognition in the Com-
mission’s report and in the Congressional hearings preceding pa%
sage in The Act. Some of these needs and problems were expressed
as follows:

●

●

●

●

A program is needed to focus the Nation’s health resources for
research, teaching and patient care on heart disease, cancer,
stroke and related diseases, because together they cause 70 per-
cent of the deaths in the United States,

A significant number of Americans with these diseases die or are
disabled because the benefits of present knowledge in the medical
sciences are not uniformly available throughout tbe country.

There is not enough trained manpower to meet the health needs of
the American people within the present system for the delivery of
heahh services.

Pressures threatening the Nation’s health resources’ are building
because demands for health services are rapidly increasing at
a time when increasing costs are posing obstacles for many wbo
require these preventive, diagnostic, therapeutic and rehabilitative
services.

A creative partnership must be forged among the Nation’s medi-
cal scientists, practicing physicians, and all of the Nation’s other
health resources so that new knowledge can be translated more
rapidly into better patient care. This partnership should make it
possible for every community’s practicing physicians to share
in the diagnostic, therapeutic and consultative resources of major
medical institutions. They should similarly be provided the op-
portunity to participate in the academic environment of research,
teaching and patient care which stimulates and supports medical
practice of the highest quality.

Institutions with high quality research programs in heart disease,
cancer, stroke, and related diseases are too few, given the magni-
tude of the problems, and are not uniforndy distributed through.
out the country.

There is a need to educate tbe public regarding health affairs.
Education in many cases wilf permit people to extend their own
lives by changing personal habits to prevent heart disease, cancer,
stroke and related diseases. Such education will enable indi-
viduals to recognize the need for diagnostic, therapeutic or re.
habilitative services, and to know where to find these services,
and it wiIl motivate them to seek such services when needed.
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During the Congressional hearings on this bill, representatives of
major groups and institutions with an interest in the American health
system were heard, particularly spokesmen for practicing physicians
and community hospitals of the Nation. The Act which emerged
turned away from the idea of a detailed Federal blueprint for action.
Specifically, the network of “regional centers” recommended earlier
bY the President’s Commission was replaced by a concept of “re#onal
cooperative arrangements” among existing health resources. The
Act “establishes a system of grants to enable representativea of health
resources to exercise initiative to identify and meet local needs
witbin the area of the categorical diseases through a broadly defined
process. Recognition of geographical and societal diversities within
the United States was the main reason for this approach, and spokes-
men for the Nation’a health resources who testified during the
hearings strengthened the case for local initiative. Thus the degree
to which the various Regional Medical Programs meet the objectives
of The Act will provide a measure of how weli local health resourms
can take the initiative and work together to improve patient care for
heart disease, cancer, stroke and related diseases at the local level.

The Act is intended to provide the means for conveying to tbe
medical institutions and professions of the Nation the latest advanc=
in medical science for diagnosis, treatment, and rehabilitation of
patienta afflicted with heart disease, cancer, stroke, or related di-
seases-and to prevent these diseases. The grants authorized by The
Act are to encourage and assist in the establishment of regional
cooperative arrangements among medical schools, research institu-
tions, hospitals, and other medical institutions and agencies to
achieve these enda by research, education, and demonstrations of
patient care. Through these means, the programs authorized by The
Act are also intended to improve generally the health manpower and
facilities of the Nation.

In the two years since the President signed The Act, broadly
representative groups have organized themselves to conduct Regional
Medical Programs in more than 50 Regions which they themsel,-es
have defined. These Regions encompass the Nation’s population.
They have been formed by the organizing groups using functional as
well as geographic criteria. These Regions include combinations of
entire states (e.g. the Washington-Alaska Region), portions of seve-
ral states (e.g. the Intermountain Region includes Utah and sx-
tions of Colorado, Idaho, Montana, Nevada and Wyoming), single
states (e.g. Georgia), and portions of states around a metropolitan
cente~ (e.g. the Rochester Region which includes the city and 11
surrounding counties). Within these Regional Programs, a ~-ide
variety of organization structures have been developed, including
executive and planning committees, categorical disease task forces,
and community and other types of sub-regional advisory committ~.

Regions first may receive planning grants from the Division of
Regional Medical Programs, and then may be awarded operational
granta to fund activities planned with initial and subsequent planning



grants. These operational programs are the direct means for Re-
gional Medical Programs to accomplish their objectives. Planning
moves a Region toward operational activity and is a continuing
means for assuring the relevancy and appropriateness of operational
activity. It is the effects of the operational activities, however, which
will produce resuhs by which Regional. Medical Programs will be
judged.

On November 9, 1%7, the President sent the Congress the Report
on Regional Medicsd Programs prepared by the Surgeon General of
the Public Health Service, and submitted to the President through the
%cretary of Health, Education, and Welfare, in compliance with The
Act. The Report details the progress of Regional Medical Programs
and recommends continuation of the Programs beyond the June 30,
1968. limit set forth in The Act. The President’s letter transmittirte.
the Report to the Congress was at once encouraging and exhortative
when it said, in part: “Because the law and the idea behind it are
new, and the problem is so vast, the program is just emerging from
the planning state. But this report gives encouraging evidence of
progress-and it promises great advances in speeding research
knowledge to the patient’s bedside.” Thus in the final seven words
of the President’s message, the objective of Regional Medical Pro.
grams is clearly emphasized.

THE NATURE AND POTENTIAL OF REGIONAL
MEDICAL PROGRAMS

GOAL-IMPROVED PATIENT CARE

The Goal is described in the Surgeon General’s Report as
cc. . . clear and unequivocal. The focus is on the patient. The object
is to influence the present arrangements for health services in a
manner that will permit the best in modern medical care for heart
disease, cancer, stroke, and related diseases to be available to all.”

MEANS-THE PROCESS OF REGIONALIZATION

Note: Regionalirstion can connote more than s regional cooperativearrange.
meat, but for the purpose of this pnblicstion, the two terms will be used

“ interchangeably. Tbe Act uses “regiosx+ cooperative arrangement,” but
“regionalizatlon”has become s more convementsynonym.

A regional cooperative arrangement among the ftdl array of
available health resources is a necessary step in bringing the benefits
of scientific advances in medicine to people wherever -they live in
a Region they themselves have defined. It enables patients to benefit
from the inevitable specialization end division of labor which ac-
company the expansion of medical knowledge because it provides a
system of working relationships among health personnel and the
institutions and organizations in which they work. This requires
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a commitment of individual and institutional spirit and resources
which must be worked out by each Regional Medical Program. It
is facilitated by voluntary agreements to serve, systematically, the
needs of the public as regards the categorical diseases on a regional
rather than some more narrow basis.

Regionalization, or a regional cooperative arrangement, within
the context of Regional Medical Programs has several other impor-
tant facets:

.- It is both functional and geographic in character. Functionally,
regionalization is the mechanism for linking patient care with
health research and education within the entire region to provide
a mutually beneficial interaction. This interaction should occur
within the operational activities as well as in the total program.
The geographic boundaries of a region serve to define the popula-
tion for which each Regional Program will be concerned and
responsible. This concern and responsibility should be matched
by responsiveness, which is effected by providing the population
with a significant voice in the Regional Program’s decision-
making process.

● It provides a means for sharing limited health manpower and
facilities to maximize the quality and quantity of care and service
available to the Region’s population, and to do this as eco-
nomically as possible. In some instances, this may require inter-
regional cooperation between two or among several Regional
Programs.

● Finally, it also constitutes a mechanism for coordinating its
categorical program with other health programs in the Region
so that their combined effect mav be increased and so that thev

J

contribute to the creation and maintenance of a system o~
comprehensive health care witiln the entire Region.

Because the advance o} knowledge chunges the nature o/ medical
care, regiorudization can best be viewed as a continuous process
rather than a plan which it totully deoeloped and then impkmerrted.
This process of regionalization, or cooperative arrangements, con.
sists of at least the following elements: involvement, identification of
needs and opportunities, assessment of resources, definition of ob-
jectives, setting of priorities, implementation, and evaluation. While
these seven elements in the process will be described and discussed
separately, in practice they are interrelated, continuous and often
occur simultaneously.

Involvement-The involvement and commitment of individuals,
organizations and institutions which will engage in the activity of
a Regional Medical Program, as well as those which will be affected
by this activity, underlie a Regional Program. By involving in the
steps of study and decision all those in a region who are essential
to implementation and ultimate success, better solutions may be
found, the opportunity for wider acceptance of decisions is improved,
and implementation of decisions is achieved more rapidly. Other
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attempts to organize health resource on a regional basis have ex-
perienced difficulty or have been diverted from their objectives
because there was not this vohzntary involvement and commitment
by the necessary individuals, institutions and organizations. The Act
is quite specific to assure this necessary involvement in Regional
Medical Programs: it defines, for example, the minimum composi-
tion of Regional Advisory Groups.

The Act states these Regional Advisory Groups must include
“practicing physicians, medical center oflicials, hospital administra-
tors, representatives from appropriate medical societies, voluntary
health agencies, and representatives of other organizations, institu-
tions and agencies concerned with activities of the kind to be carried
on under the program and members of the public familiar with the
need for the services provided under the program.” To ensure a
maximum opportunity for success, the composition of the Regional
Advisory Group also should be reflective of the total spectrum of
health interests and resources of the entire Region. And it should
be broadly representative of the geographic areas and all of the
socioeconomic groups which will be served by the Regional Program.

The Regional Advisory Group does not have direct administrative
responsibility for the Regional Program, but the clear intent of the
Congress was that the Advisory Group would ensure that the Regional
Medical Program is planned and developed with the continuing
advice and assistance of a group which is broadly representative of
the health interests of the Region. The Advisory Group must approve
all proposals for operational activities within the Regional Program,
and it prepares an annual statement giving its evaluation of the
effectiveness of the regional cooperative arrangements established
under the Regional Medical Program.

Identification of Needs and Opportunities-A Regional Medical
Program identifies the needs as regards heart disease, cancer, stroke
and related diseases within the entire Region. These needs are
stated in terms which offer opportunities for solution.

This process of identification of needs and opportunities for sohr-
tion requirea a continuing analysis of the problems in delivering the
best medical care for the target diseases on a regional basis, and
it goes beyond a generalized statement to definitions which can be
translated into operational activity. Particular opportunities may be
defined by: ideas and approaches generated within tbe Region, ex-
tension of activities already present within the Region, and ap-
proaches and activities developed elsewhere which might be applied
within the Region.

Among various identified needs there also are often relationships
which, when perceived, offer even greater opportunities for solutions.

In examining the problem of coronary care units throughout its
Region, for example, a Regional Program may recognize that the
more effective approach would be to consider the total problem of
the treatment of myocardial infarction patienta within the Region.
This broadened approach on a regional basis enable tbe Regional



Program to consider the total array of resources within its Region in
relationship to a comprehensive program for the care of the myo-
cardiai infarction patient. Thus, what was a concern of individual
hospitals about how to introduce coronary care unita has been trans-
formed into a project or group of related projects with much greater
potential for effective and efficient utilization of the Region’s re.
sources to improve patient care.

Assessment of Resources—As part of the process of regionalization,
a Region continuously updates its inventory of existing resources
and capabilities in terms of function, size, number and quality.
Every effort is made to identify and use existing inventories, filling
in the gaps as needed, rather than setting out on a long, expensive
process of creating an entirely new inventory. Information sources
include state Hill-Burton agencies, hospital and medical associations,
and voluntary agencies. The inventory provides a basis for informed
judgments and priority setting on activities proposed for develop-
ment under the Regional Program. It can aIso be used to identify
missing resources-voids requiring new investment—and to develop
new configurations of resources to meet needs.

Definition o/ Objectives—A Regional Program is continuously
invoived in the process of setting operational objectives to meet
identified needs and opportunities. .Objectives are interim steps
toward the Goal defined at the beginning of this section, and achieve.
ment of these objectives should have an effect in the Region felt
far beyond the focal points of the individual activities. This can be
one of the greatest contributions of Regional Medical Programs.
The completion of a new project to train nurses to care for cancer
patients undergoing new combinations of drug and radiation therapy,
for example, should benefit cancer patients and should provide
additional trained manpower for many hospitals in the Region. But
the project also should have challenged the Region’s nursing and
hospital communities to improve generally the continuing and in.
service education opportunities for nurses within the Region.

Setting o~ Priorities-Because of limited manpower, facilities,
financing and other resources, a Region assigns some order of
priority to its objectives and to the steps to achieve them. Besides
the limitations on resources, factors include: 1) balance between
what should be done first to meet the Region’s needs, in absolute
terms, and what can be done using existing resources and compe-
tence; 2) the potentials for rapid and/or substantial progress toward
the Goal of Regional Medical Programs and progress toward re-
gionalization of health resources and services; and 3) Program
balance in terms of disease categories and in terms of emphasis on
patient care, education and research.

Implementation-The purpose of the preceding steps is to provide
a base and imperative for action. In the creation of an initial op-
erational program, no Region can attempt to determine all of the
program objectives possible, design appropriate projects to meet all
the objectives and then assign priorities before seeking a grant to
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implement an operational program which encompasses all or even
most of the projects. Implementation can occur with an initial
operational program encompassing t=ven a small number of well-
designed projects which will move the Region toward the attainment
of valid program objectives. Because regionalization is a continuous
process, a Region is expected to continue to submit supplemental and
additional operational proposals as they are developed.

Evaluation-Each planning and operational activity” of a Region,
as well L< the overall Regional Program, receives continuous, quan-
titative and qualitative evaluation wherever possible. Evaluation is
in terms of attainment of interim objectives, the process of regionali-
zation, and the Goal of Regional Medical Programs.

Objective evaluation is simply a reasonable basis upon which to
determine whether an activity should be continued or akered, and,
ultimately, whether it achieved its purposes. Also, the evaluation of
one activity may suggest modifications of another activity wh]ch
would increase its effectiveness.

Any attempt at evaluation implies doing whatever is feasible within
the state of the art and appropriate for the activity being evaluated.
Thus, e~aluation can range in complexity from simply counting num-
bers of people at meetings to the most involved determination of
behavioral changes in patient management.

As a first step, however, evacuation entaiIa a realistic attempt to
design activities so that, as they are implemented and finally con-
cluded. some data will result which will be useful in determining the
degree’of success attained by the activity.
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1964 DECEMBEI

196S FEB::ARI

JULY
CKTOBER

DECEMBEF

1966 FEBRUARl

APRIL

JUNE

JULY

AUGUST

SEPTEMBEI

OCIWBER
NOVEMBER

1967 JANUARY

FEBRUARY

APRIL
MAY

JUNE
JULY

AUGUST

OCTOBER
NOVEMBER

196S JANUARY

Reportof the President’s
Commissionon HeariDiacase,
Camxr, and Stroke

Congressionalhearings

!haclmeniof P.L W-239
NadondAdvisoryCouncilmcethq

~tablisbmentof Division
Publicationof preliminary
Guidefinm
NationalAdvisoryCouncilmeeting

Review Committee meeting

National Advisory Council meeting

Review Committee meeting

Na!iond AdvisoryCouncilmeeting

Publication of Guidelines

Review Committee meeting

Sational Advisou Council meeting

First of 5 meetings of Ad HOC
Committee forReport to the
President and Congress

Review Committee meeting

National AdvisoryCouncilmeeting

Review Committee meeting

National Conference

Xational Advisory Council meeting

Rciiew Committee meeting

Sational Adviezny Council meeting

ReporttothePresident&Congress
Review Committee meeting

National Advisory Council meeting

ReviewCommitteemeeting
SwionalAdvisoryCouncilmeeting

Con ference.Workshop

ACTfON

fnitial policies and pre-
liminary Guidelines
reviewed

Policy for reviewproo
caa and Division
activf liea set

7 planning grants
awarded

8 planninggrants
awarded
Reportmaterial
discussed

16 planning grants
awarded

National views on
Programs & information
for Reportprovided

10 planning and 4 opera.
tional grants awarded

5 planning and 1 opera.
tional grant awarded

2 planning grants
awarded

2 planning and 3 opera.
tional grants awarded

Regional activities and
ideas presented



28

PUBLIC LAW 89-239

Through grants, to afford to the medical profession and the medical institu-
tions of the Nation the opportunity of planning and implementing programs
to make available to the American people the latest advances in the diagnosis
and treatment of heart disease, cancer, stroke, and related diseases by estab-
lishing voluntary regional cooperative arrangemen~ among . . .

● physicians ●

. Hospitals ●

. Medical Schools

. Research Institutions ●

Voluntary Health Agenci~

Federal, State, and Local
Health Agencies

Civic Organizations

REGIONAL ADVISORY
COUNCILS

Tbe activities of Regional Medical Programs are directed by fulltime Co-
ordinators working together with Regional Advisory Groups which are
broadly representative of the medical and health resources of the Regions.
Merrrbersbip on these groups nationally is:

Hospital Administrators

Other
Health

7% \ “-’”\
* ,2% /\ 17%)

‘“’’genciw’’:
Voluntary

Members
of the Public
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Dr. LEE.

I would like to insert in the record two tables, showing participation
in the regional medical program, and total obligation of funds.

(The documents referred to follow:)

TABLE I.—Participation in regional medicat
Organizations

program8 by individual and

Individuals ------------------------------------------------------- 7, 2$)0

Staffs of 54 program ------------------------------------------ 1,800
lfembers of regional advisory groups ---------------------------- 1,900
Subcommittee members ----------------------------------------- 2,500
Local action group mmbers ------------------------------------ 1,000

Institutions ------------------------------------------------------- 934

Hoa@tals -----------------------------------------------------
Medical schools ------------------------------------------------ ‘%
Dental ~wls ------------------------------------------------- 1S
Schools of public health-_ -------_ --_----------------: ---------- 13

Organizations ----------------------------------------------------- 779

State medical societies -----------------------------------------
County medical smieties ----------------------------------------
State health departments ---------------------------------------
State cancer smieties ------------------------------------------
State heart associa.tion -----------------------------------------
State ho.~ital association --------------------------------------
Areawide health facility planning agendas --------------------
State dental asswiation ----------------------------------------
Other professional societies, local voluntary agencies, eta---------

L100 percent participation.

152

‘E
151
162
40
30

3%
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TABLE11.—Regional medical progrYwa8, total obligation of funds

Fiscal year:
lg&l . ..---------------.:::::::::::::::::::::::::::::::::=: $2,500,000

28,900,0001967 ------------------- - -------------------------------- ‘@ SOOJ000
1968 -------------------------- _
1969 ------------------------------------------------------ ’99, 800,000

1Projected,
~President’s budget.

Dr. LEE. Thank you, Mr. Chairman, for this opportunity to explain
to this subcommittee our views on H.R. 15758, Mr. Huitt, Dr. Mnrston,
Dr. Yol]es, ancl Miss Johnston wil] be happy to mlswer any questions
you may have.

Mr. ROOEM. Thank you very much, Dr. Le~, for your stntement
covering the proposed legislation. I think we wdl stxrt our questions
by Mr. Kyros.

Mr. KYROS.Thank you, Mr. Chairman.
I want to commend you, Dr. Lee, on a very excellent statement ancl

to welcome you here. I would like to start with the last thing you saicl
on page 18 of your statement.

How will community mental health center completions, where
you will have facilities for treatment of alcoholism and narcotic addic-
tion, make a vital contribution toward preservation of such problems?

Dr. LEE. I would like to ask Dr. Yolles to comment on that, ancl then
I will comment also.

Dr. YOL=S. The prevention referred to in terms of these programs,
which are primarily pointed to treatment of alcohohcs and addicts, re-
fers to secondary prevention. The secondary prevention a,pproach is,
in effect, early intervention to prevent further pathology from occur-
ring.

We would hope that the preventive aspects—education, consult a-
tion -with other agencies, would be handled under other legislation,
Public Law 89-749, the Partnership for Henlth Act, which also will
deal with these problems.

Mr. KYROS. Will these centers be similar to some of the mental health
centers in Massachusetts? Will they treat people as outpatients?

Dr. YOLLES. Depending on the type of case, you may have a varia-
tion in types of treatment. If someone came in m an acute state, he
would be hospitalized, generally in a general hospital, ancl then go
on to perhaps transitional day care or mght care ancl then outpatient
care, and followup thereafter.

Mr. Knos. Let me ask a question generally about the regional medi-
cal pro ram.

?As understand it, it has been in operation nearly 2 years, is that
ri ht t

% r. LEE.That is correct.
Mr. Kynos. Have you been able to make qualitative analysis on

whether this program has made knowledge of medical science avail-
able to ractitloners in rural areas?

1!Dr. EE.Yes; I tihink w-ecan cite examples. I would like to emphasize
that the efforts until now, of c?urse, have been primarily bringing the
various groups together, budding the foundation on which the opera-
tional programs wdl be moving forward rapidly.
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Dr. M!arston ?
Dr. MARSTOIY. This is not an easy question to answer at this early

sta e in the program. We do have operational grants awarded which
?inc ude more than 100 projects th zt are underway in the regions.

Perha s the best way I could answer this might be to take the ex-
!ample o one region and how it has moved in the area of heart disease,

cancer and stroke.
I would like to use? from time to time, some of the words O: the aP-

plicant, because thi~ M a program that is occurring in the r~gon.
The North Carohna regional medical pro am decided m the late

rsummer of 1967, about a year after it recewe its planning grant, that
it had attained readiness for operational status. Conceptual strategy
to achieve the oals of the regional medical program had been dO-

i!veloped. A uni ed, re~resentatlve leadership of the region, the ~rin-
cipal health interests m the region, had been organized for the stlrnu-
Iation of productive, cooperative effort for guidance and coordination
of program development., and an organization structured for effective
decisionmaking based on needs in the region had been developed and
adequately tested.

During 1966 and 196’7, North Carolina had had a small project in
the are~ of heart disease. This development was described in the re-
gion’s progress report as follows: Since cooperative arrangements in-
volving such a wide assortment of people and institutions in one proj -
ect was a novel departure for us, the experience has been invaluable.
We quickly learned that the original project contained seriously inade-
quate provisions for manpower. Thus, in our operational grant appli-
c~tion submitted in October 196’7, an expansion of the project was
proposed, and as time passes, further modification is anticipated, Con-
ferences with staffs of small community hospitals and observations of
patients with acuta myocardia,l infarcts being treated therein convinced
us that an effort had to be made to determine the feasibility of an ap-
propriately designed coronary care unit for these small hospitals.

Ole region’s report goes on Iat.er to describe the availability of cor-
onary care units, and particularly the nbility in these units to do some-
thing as far as the rhythm or the electrical disturbances in the heart
is concerned, which is not possible without the specialized equipment
and trained people in these units.

The growing interest znd availability of coronary care units in this
region also hM generated the need to provide z cardiopulmonary and
resuscitation training program to expand on an earlier, limited pro-
gram of the North Carolina Heart Association.

Additional projects in the heart area, which are in Iraltious stages
of implementation or planning, include the diagnosis and treatment
of hypertension, the use of specially equipped ambulances, pediatric
cardiological screening, and so forth.

In the cancer tires, the ATorth Carolinx program worked with exist-
ing grOUpS Who have ~vork~ in t]le ~ancer fie]ii before, and they state
an incr~sing number of community hospitals and their staffs are at-
tempting to meet the standard of the .Imerican College of Surgeons
for the approval of their cancer programs. In this region there are
only seven hospital programs that currently are approved, and they
\~ou]d hope ~ increa= this through the regional medical progmms,
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The h’orth Carc)lina regions] meclica] program now enjoys, nccorcl
ing to a report of progress, an unusually active coopemtive arrcmgc
ment with all of the major groups concerned with p] arming all[
implementing cancer activities.

llhe cancer subcommittee of the. regional ctclvisory group provide
a mechanism whereby efforts can be better coordinated ancl tasks morI
rapidly and effectively accomplished. They are xbout to initinte :
central cancer registry and z centml cancer reformation service. Thei
goal is to establish a well-coorclinaterl, comprehensil-e cancer progran
with full participation of State agencies, zcademic ngencies, con)
munity hospitals, and professional ancl voluntary orgmizations. Thi
group of cooperating groups also inclucles a special cancer commissio
established by the Governor some years ago, before the aclvent of th
regional medical program.

The North Carolina program reports that much less has been ac
complished in the area of stroke than in the other disease cckegorie:
but there is an emphasis in this statement that there is an intent t
bring the program into balance.

Knowledge sufficient to launch ancl maintain a meaningful strok
program in both urban and rural h“orth Carolina communities is avai
able, and they have an application before us for clevelopment of
community stroke program.

I would like to just mention one other thing, not in z categoric[
area, about a particular problem that this region has identifk
through its associate director for hospitals. In the wstern part of tl
State there are seven hospitals in a? many communities that are facir
manpower problems—that Ire facing the problem of keepi?g up.

Dr. Amos ,Johnson, who is a past president of the .4merlcan Acac
emy of General Practice, told the 1968 Washington conf ere.nce w~rl
shop on regional medical programs thrtt these seven hospitct]s w-~
be brought together in a coordinated program by the people in t]
region. These hospitals are prep~red to go so far as to apply as a grol
for a single accreditation under the Joint Commission on Accredit
tion of hospitals.

TIILIS, ~or~h Carolina is in the midst of testing the concept of
unique regional hospital org%nizat ion ~~here no one hospital is ab
to provide the full range of nmssary capabilities.

Mr. KYROS. Thank You.
Dr. LEE There has been in the last 3 years—-and w-e mint to make

clear we do not take credit for this m-it h respect to the regional medic
prograrns+t significant decline in Cleaths from h@ ~lood pressu]
It is about a 20-percent clecline over the past 3 years. 1 think there
no question that as the regional health programs develop activity aI
the knowledge of early detection of hypertension, and early treatme
becomes more avccilable, we will see an acceleration of this very signi
cant decline, which, of course, will affect particularly the stroke prc
lem and, to a lesser extent, the deaths from coronary clisease.

Mr. KYROS.Dr Lee, pursuing the question of the effectiveness oft
program, let’s think for a moment about costs.

As I understand it from your table II, “Regional Meclical Program
a total obli@ion of funds for the fiscal yews 1966 through 1968? y
show approximately $85 million, either in planning or operatlol
grant obligations.
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Now, as measured against that. $85 million, have you made any kind
of an analysis or evahukion which shows that, for that kind of money,
we have achieved some significant advance through the regional medical
program !

Dr. LEE.The program to dtte primarily has been one of planning and
developing the mechanisms which then can be evaluated. For example,
we were developing the data base which in many areas is seriously
lacking,

After we develop such a data base in the regions, we will carry
forward the evnlua.tions for which we are asking specific earmarked
funds.

I think it is really too early to be able to state with any degree of
certainty a cost-to-benefit effect.

I think that. we should also recognize what I think is going to be one
of the most significant contributions of the program. That m the spin
off of benefits, well beyond the program itself, not only in terms of
people whose care is paid for through medicare or medicaid. For
example, M improvement. takes place in community hospitals the way
Dr. Marston described it, as physicians are able to participate in
these programs in community hospitals, the program is bound to have
a significant impact on improving quality.

I think the best buy in meclical care is good care, nigh-quality, and
this, to me, is going to be one of &e most important long-term con-
tributions of the program. And I tkink this is one of the reasons that
we see the kind of enthusiastic support among practicing physicians
in many parts of the country who were at first really very suspicious
of the program.

.ks they have seen it develop, as they have participated, they !have
become increasingly enthusiastic. Ive will be cleveloping for this spin-
off some techniques for measurement. so that we can determine the
additional conditions of the pro~ram.

Mr. KYROS.Dr. Lee, in this blll as it is proposal, I understand that
$65 million is sought for the fiscal year ending June 30,1969.

Dr. LEE. That is correct.
Mr. Knos. Tnat carryover of funds -will we have for this program?
Dr. LEE. The carryover is $30 million.
JIx-. KYROS. SO of the approximately $95 million w-e are talking

about, you have $30 million Unobligated as yet.
Dr. I.EE. Yes. ‘I’hat is held in reserve, actu~lly, by the Bureau of the

Budget..
~lr, KYROS, ~Iy next question is a. general One about your progrfim.

l&i the ~mer&l ~l~ical ~WCiation now encloreecl this program
,as it is being carried out?

Dr. IIMLSTON. 1 think the best answer to that is a paper that Dr.
Dwight Wilbur gave at a conference workshop-which h,as been pub-
lished ill the current issue of JAMA. It is very supportive of the
])rogrmn.

Mr. Kmos. What does this program do for a general practitioner,
say, in mrural area like in my own State of Maine ?

I)r. LEE, 1 might add one thing. If the AMA has endorsed it, these
are actions that would hai-e to be tmken by the house of delegates.
They would have to vote on a resolution saying they endorse it, and
I am not sure that action has been taken.

309-653O-68—3
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Xlr. KYROS. Bllt. the Presiclent l~aspllt in a statement that he supports
it.

(’all you tell us specifically lmw a geller~l l)r:~~titioller ill :1 rur:ll
:[rea gets iIli’o] l-cd ;tl il 1)1’~gl”al)l? Say t llerc is a regional program ill
the area in which lle practices, but l~e is in a small town that cloesll’t
have n hospitid.

] Jr. ~~.iIMTox. .1 number of examples come to mind. There \Yas a
problem-+tgain in North Carolina, to take up where I left ofl—
of a community that was about to be without fi physician ancl the peo-
]Jle ill the community turnecl to the regional meclicnl progranl for
assistance.

The regional program was able to exmmine wlmt the problems were
in attracting physicimls to that. communit

{
and growing out of that,

there h,as developed a rather major stucly or that region in the prob-
lems of the rural area.

The principal example, I think, is an easy one: The tradition of the
Birmingham Associates which, as you will recall from testimony lead-
ing to passage of this legislation, was helcl up as a model of how various
health institutions and resources can hnve a relationship through an
organization such as the associates. The activities of the Birmingham
Associata m-e being expandecl and carried further by the regional
medical programs.

There are a variety of other things being done to assist the phwician
in rural areas where no hospital exists. There are opportumt Ies for
physicians from one part of Washington State to come into and
wctually spend time in larger hospitals. This includes an exchange so
that someone arranges to take over their prnctice for a period of time.
There are the usual continuing education programs, but I think ~~ith n
clifferent emphasis---with the emphasis on doing those things that meet
the needs of the physician rather than offering a course that is pre-
selected for him.

The differ~nce.has been thqt the physician is involyecl in clecisions
and in planning m terms of hls needs rather than commg in at z later
stage.

There are also other facilities or services in a number of the regions
thzt are planned and will be imp]ernented for the physician.

Dr. LEE. I would just add another comment on that, and this relates
to a personal experience I had visiting Vine] Haven Island, where there
is one physician in general practice. He has been able to attract occn -
sionall-y third- ancl fourth-year meclical students to come and spend
part of the summer with him, and this has been a tremendous stimulus
to him. It has provided him the bwt possible opportunity to keep up.

It has also been a umque eclucatmmd experience for the students, be-
cause people have lived there for many, many generational and certzin
clisease patterns there are somewhat unique. He has clevelopecl relfition -
ships with, for example, diabetic experts at Hmnmrd, who ha~e been
interested in cliabetes in this ~articulm nomdation ~rourx

He has been able to keep’up. f m m&e’effective~y thin the average
practitioner, and one of the things that is being explorecl in the pro- ‘
gram is the participation of t.hircl- id fourth-year meclical stuclents
in these community hospital teaching pro~zms.

The development of teaching programs in community hospitxls, the
extension of teaching programs, will attract young physicians to arens
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that would .otherwi~ not have been,attractiv~ to {hem. They have been
used to active teaching programs m the umverslt.y centers, and they
have tended not to want to go too far from these.

But I think the opportunity to keep up professionally, to interact
with other people and with students on a continuing basis, will be an
added benefit.

Maine is a very good example of the needs of the country to attract
physicians to areas other than these urban areas where most of them
have settled, or the suburban areas.

I think that there “onal medical programs are making and can con-
#tinue to make a signi cant contribution to this.

Mr. Knos. I have one last question, Mr. Chairman. That is this:
You have seen the program in operation for a couple of years now.

What can you say about the fact that this is Federal money, that
there is a possibility, always, when using Federal funds, that the Fed-
eral Government gets some kind of control over the medicine and medi-
cnl practice. You know, we hear this all the time, and we me concerned
about it., and I wouldn?t want to see Federal control over medicine.

HOW can you say, sir, as administrator of this program, that Federal
control is not an encroachment on medical practice through this
program ?

Dr. Nf.iRSTOX. I think thi~ committee took a very important step
when it gave essentially veto power to the regional advisory groups.
This means that we cannot establish on the national level any regionnl
operational activity that has not. had prior approval of the appropriate
Regional Advisory Group, And this is perhaps the strongest point.

The other point is that, agqin, the Surgeon Genernl is limited by the
fact. that erery application must be recommended for approval by the
non-Federa~, National .4dvisory Council on regional medical pro-
grams. I think bzsically these are the two sharpest assurances that. the
cent.rol will remain at the regional lerel,

.~ third assurance is that the progr:lms are working with the control
remaining at the regional level. This is recognized, I think, at the
Fedeml level M well ,asthroughout tbe country.

Mr. KYROS. YOU have had 110 feedback of any problems concerning
compllintr of Fecleral control like we hare had in programs, such as
OEO find others?

Dr. 1.EE. 1 think there was a great deal of speeu]ation that this would
bo the c:lw. ‘Ile f~ct that, it ]I& not hen the case, the fact that there
ha: been increasing prt.icipnt ion by practicing physicians in the
planning of the programs and as the opemt ional progmms deveIop,
tlm extent of participation, the fact that there are 800 hospitals with
their staffs plrtiripating are indications tlmt this, in the planning and
early operation stage, really has grassroots support.

I would acid one other thing to whxt Dr. Marston said. I think the
artimls of this committee and the periodic oversight. of the progrmn
I)y the Congress is ~lllot]ler assurance to physicians, with the law as
it is written, that there will not be Federal control.

(’ertain]y, the way in which the program has Ixen administered has
been jllst in the oppwite direction, to siimulate to the maximum extent
possible, local initiative. Those who participate have to solve their
local differences, w]lic]~ have been considerable in some of the regions.
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SOme people hzve felt that the progmm was moring too slowly, tmt
it takes time to work out differences which have long existed.

I+ut m we view it, the way we are proceeding gives the best possible
ffluilcl:ltion for the pro~ram, 13eca,use it is stirnulat ing local ill it i at ire
all over tlm country.

J[r. llYROS. I am clelighted to hear you say tllctt, Dr. Lee. 1 ~now
fronl my experience from talking with cloctors in the stctte of lfoine,
tlmt they think the program is ml outstanding one, thzt it doesn’t
encroach on them, find I think this is a credit to your administration.

YOLI are the people who hare to CIOa hard job, ancl I want to com-
l~}ellclyou highly on administering a program like this, which is conl-
plicatecl-—and ptirticularly because of the important relationship be-
tween doctors and patients.

You have done an outstanding job, and I am proud of you.
Mr. ROGERS.Mr. Carter ?
Mr. C.+RTE~.I notice that the new bill will include fin authorizmt ion

for funcls for treatment of alcoholics, and it will also include funds
for treatment of addicts, too.

Dr. LEE. Yes, sir.
Mr. C.iRTER. How much will that be this year and next year, your

additional authorization ?
Dr. LEE. The amount that we have reques~ed is, for the alcoholics,

$’7 million, ancl for the narcotic addict rehablhtatlon, $8 million, and
in fiscal 1!J70, $15 million for the alcoholics and $10 million for the
xddicts. ‘

Most of that money will be for the development of services rather
than construction. It is about 30 percent for construction or renova-
tion of facilities.

Mr. CARTER.Will these treatment centers for alcoholics and narcotic
ncldicts be an integrcd part of the mental health centers, or will the?
be separate?

Dr. LEIt.I would like to ask Dr. Yolles to further elaborate on that
Dr. YoLLm. These treztrnent facilitiw, Dr. Carter, would be built

into the community health center and would be an integral part of it
We would even relnte the special facilities for homeless alcoholics t(

this continuum of services. This is the key point in the l~gislation t
relate these services for treatment of alcoholics and narcotic adclicts t
the total panoply of services in the community health center.

They may be physically separated, but there would be aclequat
transfer of p~tients ancl records between the services, just m in tl~
basic program.

Mr. CARTER.I think that it is good that it is so. It. will be less cli-
ficult, as Iseeit.

I notice that in your regional henlth development, 11 regions ha}
been funcled. Is that right?

Dr. LEE. Yes, 11 operational grants hwve been funded, and 53 pla’
ning grants.

Mr. C.WTER. This is in its infancy at the present time?
Dr. r.~~. That is correct, sir. -
Mr. C.iRTICR. Of course, there has been a decre~se in t!e IILUIIbW

strokes in the past 3 years, ‘but you really Wouldn’t attrrbute all tl]
decrease to the estcvblishment of these 11 regions ?

Dr. LEE. No, not at all, Dr. (%rter.



41

I think we would not want to imply that either these programs or
some of the other programs that have been initiated in the last 3 years
that have been making good progress would in any way have done so.
They may have contributed, but cert~inly, as far as the national figure
is concerned, it would be a slight contribution to date.

Mr. CARTER.Actually, there m-e improved methods of treatment,
really, different medicines used in treatment of strokes that have been
mainly responsible for this.

Dr. LEE. Yes, sir. I think the improved drugs and the earlier
dizgnosisof the hypertensive association that they get under treatment
at an earlier stage of the disease have contributed to this.

Mr. CARTER.I would like to know how the specific organization of
a region is, Could you give us a plan, who is head of it, and how it
branohes down?

Dr. MARSTOX.I think what one needs, Dr. Carter, is the organization
of more than one region to achieve what you want..

The one thing that has to be established in each region is a broadly
representative regional advisory group. It is a requirement of tlhe law
that this be estabhshed.

In every region, so far as I can remember, there are task forces in
the areas of heart disease, cancer, and stroke, which include people
with special knowledge in these areas.

In each region there is also a core administrative unit, a staff that
varies in size. But on the average in the regions funded for planning
only, it is about 20 to 26 people, and in the operational regions, the
staff that is actually paid on an average number about 90.

Operation of the program is set up differently in different regions.
In Connecticut there are 10 subregions. In Kansas there are 10 sub-
regions. In Georgia, there is really a su’breizion for ~c~ county> with
representatives from every hospital in the State, and with representa-
tives from every county medical society. These local-level groups are
active in determining their local needs. In some instances these units
zre called local advisory groups.

hTow to come to a specific region, in Kansas these local action groups
may ei;her respond to information that has come from studies carried
out by the regional staff or, indeed, other groups in the State. Or
the local nction groups may propose projects that they themselves
ic]entify as being particularly needed in that area. In designing these
projects, the local action groups can work with the staff of the regional
medical program, calling on erperts from outside of the region, if
necessary.

Kansas has a substantive review committ%, that is, a committee that
reviews, on the bxsis of scientific ancl professlonml merit, the proposals.

Finnlly, with the results of this review arailable, the application,
which may have been stimulated either at the local level or nmy -hzve
been stimulated as the result of cktta that has been g~thered elsewhere,
comes before the regional advisory group, which must approve nll
operational project proposals.

A recent example of this process in Kansas resulted in about half
of the proposals that crime to the regional xdvisory group being
ret~lrned to the originators for one reason or another for additional
work before final xpproval at the regional level. .4fter regional ad-
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Visory grollp approval is gainecl, a g-rant proposal for f~ll~ding Pr~-
gram nativities comes to the Division of Regio,ml Meclic:\l Programs.
Mt his point, we have the opportunity to ha~e special site i-lsits as
fte clid in the case of the ly:~sl~il~gtoll–.ilask:~ Region’s operatim}a]
application. In this case we xctually visited the lomtiom where proj-
ects were proposed, and nmde a report to our re~ie~~ rolnnlittee ;~l~~~,
finzlly, to mw Nztional .kdvisory Comlcil.

Does this help?
Mr. CARTRR.Yesj sir; that is helpful.
What procedures CIOyou hzve for continuing edumtion to get to tl~e

general practitioner nncl communities your achwnces in research’?
Dr. MARSTON. Again, this has varied. There lmve been some in-

stances in which a community took the lend. Great Bend, Kim., for
example, has established an educ~tiomd subcenter, if -you wtnt, for
the aren immediately surrounding (k-eat Bend.

The purpose here is to try to focus educat.ion ancl to focus care as
close to the pfltient’s homem possible. .4nd in the instance of Kansas,
yo~rfincl this focus has been moved out away from the. universityto

F spkenters.
:’ In other mm, preexisting programs and facilities h~ve been ~~ti-
\~zed-.4lbzny, N,Y., for example., has t two-way radio system which
provicles in-hospitnl education throughout much of the New England
area. This has been augmented by the Albany regionnl medical
program.

I would say continuing eclucztion related to the physicizn nncl the
patientk needs, m opposed to continuing eductition tlmt somehow hns
driftecl away from the czre of patients, is n very major focus of the
program.

Mr. CArrmR. Do you have regional seminars on newer concepts in
medicine attended by practitioners from the subregions?

Dr. l&Rs’rox. There w,as a gxtjor one in Oregon thnt a member of
my staff attended not long ago.

Mr. CARTER. The purpose of this bill is to diminish deaths from
heart clisease, cancer, and stroke.

Do you have available to the practitioners in the subregions close
1iaison with specialists in the region~l areas so that they can get in-
formation quickly, or advice, or help in treatment?

Dr. MARSTON. There is yn example in Wisconsin pf N24-~our-~-clay
telephone serwce to ph yslcmns in the area. There ]s mspecmlty team
in Iowa that has been activntecl to actually go out to the scene and
provide consultation to the local physician and his stroke ]mtients.

Mr. CARTER. That is part of your re~ionnl syst e~ at the present
time t i-

Dr. MARSTON. Yes.
Mm CARTER. I want to congratulate you on that. I think that is ~ery

good, I certainl-y feel that these ideas, or these questions which I hzve
twked you should be further implemented, if possible.

Thnnk you, Mr. Chairman.
Mr. ROGERS. Mr. Skubitz ?
Mr. SKUBITZ. Thank you, Mr. ~hni[mnn.
lloctor, I ~m w new member on this committee, ancl I am from the

~retit State of Kansas that YOL1have been prakhqz so highly.
Doctor, I am interested in a number of things.
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First, I want to say I appreciate the fact that you are interested
in Kanszs. I hope we can get some money to keep this show on the
road.

How much money was authorized, Doctor, for these regional medical
programsin 1966? -

Dr. MARSTON.The authorization was $5o million.
Mr. SKUBITZ.How much was appropriated!
Dr. MARSTON.$25 million, including $24 million

million total.
Mr. SKUWTZ. In 1967, how much was authorized?
Dr. MARSTON.The authorization was $9o million.

for grants-$25

The appropria-
tion was $43 million for grants and $2 million for direct operations.

Mr. SEUBITZ.You have a total of how much?
Dr. MARSTON.$45 million was armrotmiated for 196’7, $25 million

appropriated for ‘1966, so that woufd’ be-a total of $70 million.
i’vfr.SKUBITZ.In 1968, how much was authorized ?
Dr. MARSTON.$2OOmillion. We have received $53.9 million in ap-

propriations for grants and $4,900,000 for direct operations, for a
total of $58.8 million.

Mr. SKIJBITZ.Out of this total amount of appropriations, how much
do you have ava.ilable to j-ou now ?

Dr. MARSTON.$53.8 mll]ioll—illc]lldillg $4.9 million for direct opera-
tions. This total is comprised of $27.9 million of our 1968 appropria-
tion—$30.9 million was put in reserve—plus $25.9 million in carry-
over funds.

Mr. SKGBITZ. The thing that bothers me, Doctor, is that. you come
here with an excellent. program. It. looks fine on paper. Rut, unless
this Congress gi~es you money we accomplish nothing. So far as I am
concerned, I want to be m helpful as I can to assist you in this impor-
tant work.

Thank you, Mr. Chairman.
Dr. LEE. I WOUICIlike to make an additional comment, on that, Mr.

Chairman.
.4s the program has developecl, of course, wit~hthe evolution of the

planning, the authorizations were well nbove those required, and as
we mo~i into the operational phase, we feel that, of course, sig-
nificantly more funds will he requirecl with the operating programs.
Planning is one thing, but operating programs is quite another.

Mr. ~.\RT~R.Mr. ChNirman, would &hegentleman yield?
.Tusthow has th is money been spent,, Doctor, most of it?
Dr. I.EE The n~ol?e~, primarily, goes, of course, for the !hirin of

fstaff and for the act.lv]t ies of the staff, in some cases for the pure ase
o? equipment, the. clevelopmel?t. of corona!y cqre n.nit, or for long-
cllstznce transmisslcm of cnrdlogrmnsj which 1s being tested on an
experimental basis.

This kincl of thing, staff and equipment, which would be related
to the educational efforts—

Mr. C.\mmR Do you have a central place in each region, to which
place cardiograms may be transmitted by phone ?

Dr. LEE. ATot in each region. I ~hi;ik that the experimental pro-
gram is going on in Missouri.
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!

T)r. M.msTox. That is a major one, which has been supported by
tllr l-i~tiolla] (’enter for CI)ISOIIICDisensc (’ontrol over the lilst J ~~i~~s.
It is l)ei]g ficlcl testecl in Missouri ilt tile present.i

Mr. ( ‘.urrm. In one region you hzve such-
Dr. 31.\mm)x. Yes.
~fl. C.\trrm:. Do vou en risioll ill the future the use of such cen -

t r;tlize(l diagnostic tiicls?
Dr. I.r.E. If we find the experiment in Missouri is successful, and

it is d~lllOllStX’ilteClthilt you can improve patient care, illlCl that it is
feilsible fronl il cost standpoint, tklt other regions will then \Viillt
to de~-elop similar progr:mls. It may be that a computer woulcl serve

! perha~ more than one region. These are expensive, clepencling on
tl~e kinds of programsthi~t are developecl, such asnutommted multi-
plutsic screening.

~~r. SIiU~ITZ. For examp]e, to cletect some of the diseases early,
cancer oncl cardiovascul~r diseases particularly, the clevelopment of
the automttecl long-clistance cardiograms--+s other advances take
ploce, s,ay, in the area of rildiOIOgy, lt may be that those would also
be flppllecl on a regionzl lxtsis.

I think it is wise to test them out first in n single area, as is now
being clone in Missouri, to find out how feasible it is at the level of
the community hospital, ancl in the communities where the pntients
xre and the phevsicians are in prsctic?, to see if it is practical.

Mr. C’.+RTE~.Many of our commumty hospitals hwve lines to these
places to interpret their carcliog~nrns in thal way.

Dr. M.iRSTON.Dr. Carter, thw goes a blt beyond that. The reason
I

~“
they u-anted to try this advanced system is that, in addition to the
uswd telephone lines for the transmission of EKG, this new system

i doesn’t take the place of interpretation by the physician, but does sare
time in supplying the attending physician with an mdysis of the

~’
clectrocm-cliogram done by n centrally situated computer.

Whnt th!s projeot is facing is the fact thzt we are not going to lMW
enmqzh tramed manpower over time to do EKG analyses, ancl we have
to derelop some system to augment the highly skilled manpower
requirecl in this mea. So this system is more than a telephone line.

Mr. SKUBITZ. Mr. Chairmim, may I ask one more question?
Mr. ROGEKS.Yes.
Mr. SKUIHTZ. Did you say $200 million was authorized in 1968?
Dr. MARSTON.Yes,”sir. “
Mr. SIiLICITZ. How much did Congress appropriate’?
Dr. 3LRSTOX. $53,900,000 for grcmts, ancl $4,914,000 for direct

operations.
3fr. SKUBXTZ.Thank you.
Mr. ROGERS.What do you think of combining the comprehensive

health plannil?g program and the regiomd progrnm ? What would you
think of combming these two programs!

Dr. LEE. The two pro~rams have a different urpose. .4s we move
[clown the path ttnd as these programs develop, t e~ w-ill be oln-iously

clo.sel~ coordinated and integrated. But, I don% bell eve they should )x
comlmed into tt single program.

Mr. ROOERS. You don’t feel that a, comprehensive health plal~ for n
State should include what w-e are doing in this regional program?
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Dr. LEE. Ye~, I think as we develop our capabilities at the State
level for phummg ancl a capability in the areawide planning, it will
encompass wncerns with migrants, with other kinds of disadvantaged
groups, and it will also include considerations of regional medical
pro~rams.

fir. ROGERS.In the comprehensive plan, don’t we give money for
treatment of heart disease to a city !

Dr. LEE. In the partnership for health, a formula grant goes to the
State, and project grants for the development of comprehensive health
ser~ices, znd these may include services for people who have heart
disease or other diseases.

The focus of the re ional medical programs, and I think this is
ffundamental to an un erstanding of the program, is that they. have

developed a foundation for cooperative arrangements that simply
clidn’t exist before. We did not have this—in some areas, there were
programs of continuation of education, such as in Kansas, or we had
the Bingham Associates in New Englani!, but we had not seen the kind
of rassroots participation focusing on improving patient care.

!/$he comprehensive health plan has to encompass manpower, en-
vironmental health problems—the full spectrum—and the project
grants can relate to a~ariety of these things.

Mr. ROGERS.I reahze we are getting this program ‘started now, and
it is in a beginning stage, but I would think your planners should be
giving thought to combining these programs where there will not be
an overlap, because I would think that there would be some arezs where
there would be rather considerable orerlap within a State plan, partic-
ularly for heart, cancer, and stroke.

Dr. LEE. We are concerned not only nbout the relationship of the
regional programs with the partnership for health, but also the
better and more efficient use of all of the progrwns, such as OEO
pro rams, and we have seen in the Watts area an excellent example

?of c ose coopemt ion between a regional medical program, the develop-
ment, of a community hospital, and the neighborhood henlth center
program funded by OEO.

We are concerned at. the national level with stimulating at the
State and local level the close integr~tion of these programs so that we
mn make most efficient use of manpower, which is our scarcest resource,
but,also the funds nvailable.

Mr. ROGICRS.Yes. I hope to see some of these OE() programs under
your department. I feel strongly on this. I renlize this WNSan innovfi-
tire npprozch, but I think it.should be tied in more closely.

L& me ask z few questions that YOUma-y want to give nnswers for
tile recorcl, that.you may not have w;th you.

How many regions are actlmlly operating as of Januqry 1968 ?
Dr. MARSTOX. There are now 12 with funded operat.lonal programs.
Mr. ROGERS.I know funds. I am talking zbout operfiting.
.{re they really operating now’?
Dr. MARSTON.Yes, sir; they are begi nning. This will vnry from one

I signecl yesterd?y, which is obviollsly not doing much, to ones thnt
have been opemtlng a year.

Mr. ROGERS.Would you jllst give us for the record t rundown of efic.11
of these 12, the personnel, how they nre involved, how much money
they are getting, and I would like to know where that money is being
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spent, how much on television tie-i]]s, nnrl lIOJV many hospitnls ore tied
in, ~~hatimprovements are made in hospitals.

In other words, when we passed this bill, the idea of the thr{lst of
this progrmn was to make sure the new methocls of treatnlellt ~Yerc
gOing to get to tl)e people.

Xo\T, Irealize itisvevy early allcltoosoo]l fOrllstO ]\l:~ke:l cl’ikic’tll
jucl~ment, probabl~, ~uk I get the feeling thnt this may lje S@q)il~,c
11]the clenn’s Office at the meclic~l colleffes.

TTTcII, 1 just w-ant to fincl this out.
[Li@lt~r.]
llr, LEE. It had better not be.
(The following information was received by the committee:)

DEPARTMENTOF HEALTH, EDUCATION,ANDWELFARE (PUDLIC HEALTH SERVICE)
REPORT ON 12 OPEEAmNG REGIOXALMEDICALPROGRAMS

ALBANYREGIOXALMEDICALPROGRAM

The Albany It@ional Medical Program was one of the first regions to reeeir[
an operational award on April 1. 1967. Currently funded with $755,603, th[
region has approximately 43 operational staff members, including approximate!
14 physicians, 17 nurses, 5 other allied health personnel, and 6 general suppm
personnel. Over two-thirds of the staff are from the community hospitals, m](’
they are working closely with the local medical center and R31P staff to increas,
the capabilities for quality care at the local hospitals.

Approximately 60 hospitals from the Albany Region are participating in th,
program. Approximately 30 of these hospitals are directly participating in t h
operational projects outlined “Mlow. Two hospitals are represented on the Ad
visory Committee, and the remaining are involved in on-going planning aetivitie>

Operational Projects

1. Tw-ma~ radio comrnnntiation Wtem, direct Co8t--$f~4S~O
This project will expand an existing two-way radio network to include T

hospitals and 24 iligh schools. It will provide continuing education for physicia ]
8nd allied medical personnel. It will also provide information and edncat ion PU
grams for administrator% members of boards of trustee+ voluntary health age]
ties, adult education classes, and seleded civic groups.

2. Commanitv information coordinators, direct co8t--$73,8OO
Former pharmaceutical representatives will be used to contact local phys

cians to teli them about Regional Medical Programs and to evaluate their at.t
tudes towards RMP.

3. Po8t~radl(atc In8trtlction Development Pan et, direct cost--$lil2,6OO
This program proposes to have experimental and control groups of doctors

determine their educational needs. These doctors will then participate in i
strwt ional programs. Afterwards they wi 11be tested to determine the effect i~
ness of the instruction.

~. G’om?nrmitv hospital learning center8, direct cost—$75,800
This project will eslabiish learning centers at community hos~itals using “S,

Instruction Units” and audio-visual equipment for rapid dissemination of n(
medical knowledge. IWentually, the directors of this project hope to ewlw
physician progress. Initialiy, 8 hospitals will be involved.

,5. Alban~ Medical Center coronar~ care training and denlon8tration pro~ra)
direct co8t—$12S,200

A coronary care unit wiH be established at Albany Medicai College to se]
as a model and training unit for training physicians and nmww who will tl
be able to establish similar units at community hospitals. ‘I’his projwt will al
ment the existing Coronary Intensive Care Unit at the Albany lfedical Cent
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6.4 and 6B. Com?rwnitv ko8pital coronarv care training and denton8trati0n pro-
gram, direct co8t—$55,~00

This will complement project #5 by establishing coronary care units of three
Iwds each at three community hosl)itals : Pittsfield General, St. I.ukes, and Vassar
I;rothtvw. These will serve as demonstration and educational projects for other
hospitals in the region. A continuing educational program will serve the perma-
nent Unit Staff and staffs from smaller hospitals.

7. Training and demonstration project, intensive cardiac care unit Herkimer
.lfemorial Ho8pital, direct co8t--$3,5OO

“1’heinitial phwe of this project is to train 6 or 8 nurses from small community
hospitals in-eardiav anatomy and physiology, coronary disease, the principals and
+afllng of a car(linc intensive care unit, and in handling the complex equipment.
These nurses will also be sent to Albany Medics] Center for active training with
sl)eeialized equipment.

lXTERSfOU&-TAI.XREG1ONA1.XEDICAL PROGRAM

The Intermountain Regional Medical Program received its first operational
grant award on April 1, 1967 and its current operational award totals $1,S32,S00.
Approximately SO staff members are serving in the operational projects, about
one-third of whom are from community hospitals working together with the Re-
gionai JIedical prowam staff from the medical center, they are bringing to local
health practitioners and hospitals throughout the region modern techniques for
treating patients with the categorical diseases.

Approximately thirty hospitals are currently participating in the Program.
Three hospitals are represented on the Regional Advisory ~roup, and almost every
major hospit~l in the region has establishwl a local planning group to study local
needs nnd to serve as liaison with the Central IRNP staff. Seventeen hospitals
are lmrticillating in the operational projects outlined below, and as the program
co]ltinues to grow, it is anticipated that additional hospitals will become involved.

Operational Projeots

1. Regionat facult~ and core-staff seminar, direct w8t--$l2,6OO
The I:niversity of [“tall Medical School will hold a series of quarterly seminars

on comprehensive health care, continuing education, contemporary learning the-
ory, behavioral science princil)ies, and measurement technology. The faculty, ex-
lwrts from across the country, will address an audience of health professionals in-
volrecl in IRMP.

2, Setwo?% fw continuing education in heart disease, cancer, stroke, and related
di8ea8e8, direct co8t--$Z&,000

The objectives of this program are to develop a communications network be-
tn-een patient-care and research institutions to eneonrage liaison between health
mre personnel in the area. ‘The cwrreutly existing 2-wti.v radio sy,stem, including
11 hosl)itals in 7 communities in or nenr Salt J.ake city, will be extended to re-
mote hospitals to serve as one link. Closed circuit TV and use of KVED (Uni-
vw..it,v of I’tah edlu. atirtnTV) is also planned. This may establish the communit,v
hosl}ital as the lWUS of continuing education.

3. In forvzation and con fmunications exchange service, direct cost--$J0,000
The CIES is a region-wide clearing house for information about IRNP. Staff

will be put in local communities to act as public relations representatives and
also to distribute information to medical personnel and the public. The community
staff will alSO gather information on community needs and resources and re
sources and serve as a station for collecting economic, social, and medical datn.

j. C’ardiopulmonaru resuscitation training program, direct cost-$63,~00
The University of ~tah w-ill give a 3-day course in resuscitative techniques to

selected physicians from smalI communities. Each physician will then be responsi-
ble for teaching the techniques to health personnel in his community. This
““rvsuwitation consultant”’ will also collect (lnta about the number of times
resuscitation is empIoyed and the results.
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;. .-t frcin in~ prouram in i]ltensicr cardiac care. direct cost—$l18,GO0
A core facwlty of esperrs in asing (l~rdiac Care Units and diagnosing nnd treat-

ing heart disease will twch short courses in their subjects. The students will b(
interested physicians and nurses from community hospitals building coronnry
care units.

G. T’rainino fornursrs ill r([rdiacrarcund cflrdiopu!mo?larg rcst(scitation, dirc!cl
co9t--$34,ooo

This is an integral parr of both the cardiac care and cardiopulmonary resus-
citation progrmns for physiciam (#4. #5). Nurses trained in Sxlt 1AM’ City
\vill return to their communities to serve as a core faculty for renchiug tht~
techniques at the local lerel. The nurses will work closely with the similarly
trained physicians.

7. Clin icat trainee program in cardiology, direct co8t—$65,700
This program has two emphases—

(1) To provide general practitioners, internists and cardiologists with
training programs in heart disease techniques tailor made to their inc3ivid-
ual situations.

(2) To increase the number of formally trained clinical cardiologists
through a training period (3months to one sear) at the existing cardiology
school at tbe university of Utah.

8. l"isiting consultants at[dteockcr program forsn~all comm?lnitU ho8pita18, direct
co8t--$l4,8OO

Small communities will be given the option of requesting one or two-day
clinics. A minimum number of four cardiac patients will be required. These
clinics will upgrade the level of care to rictims of heart disease Iiring in remote
areas. Visiting physicians will assist the local physician in LLprecise (iiagnosis in
a precise diagnosis of hispatients.

9. .1 regional computer-based system for monitoring physiologic data on-linr
from remote iiospita18 in the regional medical program, direct cost—$&\7, 10(/

This project’s purpose is to test the feasibility of usinga central computer to
process a variety of physiological signals generated by patients in remote hos-
I!itals, feeding the results of calculations from these signals back to stations
within the hospitals, and using the information for diagnosis.

10. Cancer teaching project, direct cost---$94,3OO
This project attempts to upgrade the level of care available to local communi-

ties. The coordinator will direct a program of physician education to create
trained cancer specialists who in turn, will becomec entersof cancer information
in their local con~munities. Theph~sicialls \vill receivea smalls tipendf orteaching
and obtaining information. A region-wide tumor registry will be started, as wili a
training program in new techniques for pathologists.

11. Stroke and related nm{rological diseaars, direct co8t—$98,700
~isproject wiIiestablish clinics to bring expert consultation service in stroke

mLd reiated neurological diseases to local communities; will provide continuing
~ducation to local physicians and Nnrses; will collect data about stroke patients
swn find the problems they present to the practitioner. A 2-Lhour telephone con-
sultation service and information library service will be maintained at the Utah
Medical Center topro~i(le community l}hy:~icians \vith immediate advice. In mldi.
tion, practicing physicians wiil he trained at the medical center in the latest
diagnostic and treatment techniques. The courses will last from 4 weeks to one
year.

12. .L’ducationai progranl inrcspiratorf/ thcl"apy forpiLllSiciUn8 andnllrS'c8, direct
COM-$%,! 300

To train physicians and nurses to utilize the special techniques and equii]-
ment in respiratory therapy. Five dayseminars and foliow~up 2 day refresher
courses will train participants to administer therapy and to teach others.

15’. Rcgio?!al c~l(?ocrinc ?JzctaAoliclaborato?-U, (lircct cOst-$2.37,9OO
Tf)I]rovide service facilities }vherepracticing physicians can obtain laboratory

chlta e.<sential to the diagnosis and treatment; to create awareness among phy::i-
rians of the possible presence of metabolic and endocrine abnormalities; to
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derive statistical information. Three laboratories will be established: an immuno-
assay laboratory, a chemical laboratory to measure steroid hormones, and a
developmental laboratory to refine techniques. Seminars will be held both inside
and outside of the laboratories. Abnormal findings will be reported to the refer-
ring physician by telephone by a ph~sician who is competent to offer consultation.

KANS3A8REO~ONALMEDICALPBO(3BAM

The operational activities of <he Kansas Regional Medical Program began
on June 1, 1967, and are currently funded at the level of $699,S52. Approximately
SOindividuals with varied backgrounds, comprise the current staff, of which about
one-sixth are physicians, one-fifth are nurses, and an additional one-fifth are
other types of allied health personnel. The remaining staff includes related health
personnel, such as communications specialists and social scientists, and general
support personnel. About half the staff are from the medical center and the
other half are from community hospitals. Together they are working on programs
to improve community capabilities for treating the categorical diseases.

Approximately 20 community hospitals are currently involved in the Kansas
Program, and it is anticipated that additional hospitals will become involved
as expansion takes place during the next few years. Ten of these hospitals are
di,rectly in~olved in operational projects, two are represented on the Advisory
Committee, and eight are involved in on-going planning activities.

Operational Projects

1. Educational prograrn.s-Great Bend, Kan&-$261,000 ( tires% C08t)
To de-relop a model educational program in this small community a full-time

faculty, which will be affiliated with the Kansas Medical Center, will be in
residence. Included in this comprehensive program are plans for continuing phy
sician and nurse education and clinical traineeships fcw heath-related personnel.
Studies will be made of community needs, resources, etc.

2. Health. Sct”ences .%nznzunication and Information C’imster-$77,900 (direct
cost )

This project is engaged in conducting studies to determine the feasibility of
establishing communication linkages vital to education, service, and reseach
programs. Specific studies to be undertaken are a physician communication sys-
tern, TV teaching, electronic Iinkages, and Medlars search capacity.

“3. ,Studv of the qualitv and availability oj medical care—$lJ9,000 (direct C08t)
To determine unmet needs of patients, locations, professional education, and

-working arrangements of physicians and those in the health related disciplines.

.j. Ho8pital information 8y8tenb and data facilities—$67,500 (direct cost)
To conduct studies within the region concerning various aspects of community

resources and needs, epidemiologic data and participation of health care per-
sonnel in continuing educational programs. .k cO))lp2/ter 8~8te/?h Will be Used.

S. Cardiorasc!llar nur8e training-$98,500 (direct cost)

To develop au in-service training program to prepare nurses, who are the main.
stay of coronary care units in community hospitals, with basic physiological
knowledge of coronary care, ability to use instruments and equipment in coronary
care units, experience in home care, and familiarity with social agencies that
can aid in the rehabilitation of patient%

6. Ca/[cer detection program-Prooiden.co Ho8pita&it.85,0f10 (direct cost )
To ewtluate the strengths and weaknesses of the Cancer Detcwtion Center now

operating as an area ref erra 1 center in Providence Hospital in Kansas City,
Kansas. The records of patients will be studied to show effectiveness and yield
of test results, type of personnel who have used the clinic and their source of
referra 1, and effectiveness of follow-up.

7. Cardio~awutar uwrk evaluation-$21,100 (direct co$t )
This project will demonstrate the Cardiac Work Evaluation Unit and show its

usefulness for the evaluation and rehabilitation of the patient. It is developing
an effectire technique for showing physicians and the community at large the
ability of patients to return to work after receiving the appropriate rehalbilita
tion,
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sfETROPOLITAXDISTRICTOFCOLU}[BI.$REGIOSALMEDICALPRC6R.%hf

This regio]l began its operational activities on March 1, 196S, with an award of
$41S.318. A staff of 47, including about 11 physicians, two nurses, seyen other
allied health personnel, and 27 other types of supportive personnel snrh as
computer programmers, coding clerks anfl secretaries \vill }~ork together t{)
improw local medical cnpablities and resources. About half of the staff is from
the medical center and the other half is from community hospitals nnd other
local health agencies. This combination of medical center-community personnel
helps assure a quality, community oriented program.

Seven hospitals are current]y participating, and this number will increase
as the program expands over the next few years to reach out to the entire
region. Three of these hospitals are directly participating in the projects outlined
below, two additional hospitals are on the Regional Advisor~ Group, and two are
serring on planning subcommittees. However, several add~tional hospitals will
benefit from these programs as they send their personnel to be trained in the
programs outlined below.

Operational Projects

1. Freedman’s Ho8pital Stroke Station for the Diag?!08is, Treatmet?t, and 1?1.
castigation of Cerebra ZVascwlar Disease, direct co9t-$181,889

This project is a comprehensive approach to stroke, from diagnosis ancl treat
meat to home care and rehabilitation in an urban Xegro area. Basecl in thi
17reeclrnan’s Hospital, a community hospital in the region, the stroke statim
wili serve as a teaching component for physicians and medical students. Relatw”
epidemiologieal and socio-economic studies will be undertaken.

2’. The Washington, D.C. Regionat Cerebroeascular Diseaw Followap and Sur
veillance Sgstem, direct cost—$9J,200

Under the sponsorship of Georgetown University, this project is attempting:.
to establish a uniform system for measuring and evaluating medical care gire
to stroke patients in the area, in order to facilitate nursing and follow-u
serriees. It will provide information helpful in determining community medico
facilities requirements, and in carrying out epidemiological or demographic
studies. Patients entering the system through the various community hospital
in the region will recei~e follow-up attention and therefore greater continuity f
care.

3, A traini?zg program for cardiovascular tech?liciams, d~rect cost—$74,707
Qualified students are being trained at the Washington Hospital Center i

waShingtO1l, D.C. in specific areas of medical observation and procedures to con
piernent nurses’ activities. In addition to training personnel for work in ho
pitals throughout the region, this project hopes to produce a manual for trainil:
these technicians in the other regional hospitals.

3fISSOURIREGIOXAL3fEDIcALPBOOEA31

Operational activities began in 31issouri on April 1, 1967, and current oper
tional funds amount to $2,619,000, AR estimated 160 operational staff lWOP!
with diverse backgrounfk, are ser~ing on the Program, irrcludi ng approximate
13 physicians, four nurses, 16 allied health l)ersonnei, three social scientisr
and approximately 60 computer specialists and their snpi~orting I)ersonnel. T’
remaining staff provide o~erall support, such as research and staff assistal;
and administrative and clerical personnel.

The derelopmenta] approach being employed by this region and ontlitlml
in-eject descriptions belotv suggests that hospital involv~ment \vill increq
rapiclly orer tbe next two <years. (hrrentiy, nine hosl)itals are involved in t
lJrogram, including two hospitals whicil are represented on the Regional .4
visory Committee.

operational Projects

1. Smithzillc communitv health serxicc progrom-dircc$ roxt ,$,?00,9.;7

The purpose of this project is to establish a moclei community heultb sprr
program including continuing education and training [}r~)grams nnd hea
education for the public; emergency intensive and restorative care faciliti!
home care programs; public health, preventive medicine, and .sdmol health;
or(iinated with voluntary health agencies. Program centered around Smithv
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and to include about 50,000 persons in county (Clay). Activities are centered
around SmitimiI1e Community Hospital and the group practice clinic as a
nucleus.

?. ~ltl[tipll(ZSfC fe$ti)l~ of an ambalant population-direct C08~$.421,471
This project is designed to establish centers for performing series of diagnostic

laboratory tests to identify the most useful tests feasible for screening large
rural population groups; determine the different patterns for ill and healthy
populations as an aid in detection of heart disease, cancer and stroke in pre
clinical stages. Model test centers mill be established at the University Medical
Center, Columbia, 3fissouri, and the State Mental Hospital in Missouri. A third
is planned for the Smith~ille complex.

3. Computer fact bunk—direct cost $,279,365
This project is designed to develop and apply techniques for delivering latest

information on diagnosis and care of patients with stroke and allied diseases
to the local physicians. Electronic data information storage and retrieval system
will be developed at the University Medical Center (Columbia, Missouri) and
later extend to include Smithville and other communities in the region.

4. 3fass sc~eening-radiologg-direct cost $54,814
This project will help improve the accuracy of radiologic diagnosis of heart

disease, cancer and stroke through electronic communications media. Three small
rural hospitals will be hooked into the Llniversity of Missouri computer and
Department of Radiology to evaluate diagnostic efficiency and determine appli~
ability of ultra-sound and thermography in diagnosis and therapy.

5. ConLprehen8iGe CardiOW8CUhW care units—~pringfield, Mo:, direct co8t $69,947
A comprehensi~e care unit for grouping patients with heart disease or other

circulatory system illness or who have been admitted for other purposes but
require close cardiac observation is being develo~d. The project is to be undefi
taken at hospitals without a house staff, where it is hoped that grouping of
patients will relieve the workload for nurses on general medical and surgical
wards, St. John’s Hospital medical staff and Greene county Medical Society are
coordinating activities with 3 local hospitals in Springfield.

6. Corn?nwtication research unit-diyect co8t $61,743
Supporting research unit for program to identify public attitudes and know],

edge about heart disease, cancer, and stroke; to understand moti~ations for seek-
ing health care and to determine and develop effective methods for communicat-
ing with public and lead them to seek medical care.

7. Data ecalaation, computer simulut[on and s@em8 de8@-direct cost $3.29,712
This program will help to determine data needed from the public and physicians

for early detection of heart disease, cancer and stroke through studies on the
form of data, mechanisms for classifying, storing and retrieving data most
effectively.

~. Bioenflincering project—$229,129
The aim of this activity is wider distribution in rural areas of sensor trans-

ducers, for early detection of heart disease, cancer and stroke and to generate more
information on physiological patterns of these diseases.

9. Program craluation center—direct cost $103,899
Through a multidisciplinary research approach accumulate data in two sep

arate communities about health care, needs and attitudes as a base for developing
instruments for measuring quality of care and Ievels of health in terms of an
individual’s function in his community.

10. Auto?nated patient history-direct cost $77,561
This project is testing the feasibility of an automated system for obtaining

patient history and anaiyze complaints prior to examination by physicians, as
an aid in early disease detection.

11. Automated electrocardiography in a raral area—direct cost $369,000
To provide hospitals and physicians in rural areas with automated facilities

for transmitting electrocardiograms and ml automated system for analyses of
ECG’S; to demonstrate the feasibility of such systems where this service is
limited or non-existent, and to derc+op, test and implement the use of bioengi-
neering signals as aid in diagnosis,
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12. 0perfrtion8 research and 8g8fem8 design—d;rect co8t $39,055
This activity will help develop systems concerned with testing “early dMw!-

tion” hypothesis-develop operational methods of early deterfioli tests for a largv
rural population.

1.3. Population stadg group wrxctj—direct COA4$65,200
using National Hdalth Survey questionnaire stndy factors contributing to usr

of health services in small towns, with emphasis on the influence of rtvailrrhility
of care.

1~. Automated hospital record 8Ustcol-riircct cost $52,100
This activity is testing the automation of hospital record data through use of

computer systems to organize a ready reference servirw and wrsy rrccrw t{] hos-
pital data as rr base for measuring effectiveness of changes.

15. Computer A88emblCd On-Going Nanual of Medical al~d Paramedical &’ct’r-
ices—direct cost S26,842

16. C’cntra6 core administration, plunnirrg and coordination—direct cost $338,805
(University of Missouri Medical Center, Columbia, Missouri) Missouri Re-

gional Meclicrrl Program.

MOUNTAIN-STATESREGIONALMEDICALPROGRAM

This four-state region (Idaho, Montana, Wyoming and Nevada ) began its
operational activities on March 1, 196S with an opera tiorLal award of $206,913
to include one activity in coronary care. An operational staff of approximately
eleven wili serve in the project, and includes five physicians and six nurses. The
hospitals involved wiil include the community hospital in which the activity is
taking place as well as those hospitals who will send their staff to the unit for
training. The Regional Advisory Group also includes two hospital representatives.

Operational Projects

1. Intensive coronary care in 8matl ho8pita18 in the region—direct cost $206,91$
Hospitals in the Region will send Registered Nurses into St. Patrick’s Hospital,

Missorrla, Montana for coronary care tfaining. This 3 week course will he offered
three times a year for 21 nurses, and there will be follow-ups at the home hospi-
tals four times a year. In addition, a 4-day training program especially designed
for small town physicians will be held at the University of Montana four times
a year. .

AN’ORTHCAROLIA’A REGIONALMEDICALPRCX3RAM

On March 1, 198S, the Xorth Carolina Regional Medical Program received a
combined planning and operational award .totalling $1,485,341. The operational
component of this award total led $753,759 in direct costs only. The operatiotm 1
staff includes approximate y forty individuals, inclrrding twenty-eight physicin us.
one nurse, six other rrlli ed health personae}, ancl fise general support ~rson uel.

Xorth Carolina has already involved twenty-seven of its hospitals in the Pro
grmn. The Advisory Group includes four hospital representatives and planning
subeommititees include an additional ten hospitals. Approximately tweuty-onc
hospitals are participating in the operational projects ou’tlined below:

Operational Projects

1. Educatio+t and rescurch in comm unitg mcrfical care, direct cmt-$209,200
To develop resourees for training more medical aucl allie~ medical studenLs

to ]movide new types of educational experiences which will make family practio
more attracti}-e; to have a post-graduate education program at the med ica
school; to strengthen ties between the medical school faculty ancl practicing phy
sicians; and to hare the me@cal school bwome involved in cornmuniti plannirri
for improving the quality and availability of medical care. Affected by this proj
set are the following groups: the University Community; the Caswell Count:
Rural Health Services Project; the Regional Health Council of Eastern App:]
lachia, Inc. ; the State of Franklin Health Council, Inc. ; the Charlotte 31rmmri:l
Hospital; the Moses Cone Memorial Hospital, Greensboro; and the Dorothea Di
h’euromedical Serviee.

.



2. Coronary care training and de~eloprnent, direct cost—$56,988
To use the project as a medium for developing cooperative arrangements

among the various elements in the health care community. Initial and continuing
education will be provided to nurses and physicians in community hospitals, con-
sultation will be available to hospitals in establishing CCU’S, and a compute~
based system of medical record k=ping will be developed. This project has led to
new working arrangements: (1) between the university medical centers; (2) be-
tween medical and nurse educators; (3) between doctors and nur~~ irl ~mmu.
nity hospitals; (4) between university medical centers and community hospital=

3. Diabetio consultation and educdional seswices, direct co8t—$l%?.~81
To establish three medical teams to deliver services throughout the state; to

ussist in expansion of diabetic consultations and teaching clinics; to provide
seminars for physicians and teaching sessions for nurses and patients to
assist in organization of a State Diabe@s Association and local chapters; to test
techniques of data collection. Many people of different disciplines in many com-
munities are involved in this project.

4. Development of a central cancer regtitry, direct cost---$66,6l5
To devise a uniform region-wide cancer reporting system, integrated with the

PAS, the computer-stored data from which can be retrieved to seine a broad
range of educational, research, statistical, and other purposes. The following
hospitals are participating in the first year of the project: Duke Cnirersity Med-
ical Center, h’orth Carolina Memorial Hospital, North Carolina Baptist Hospital,
Charlotte Memorial Hospital, T’eterans Administration Hospital, Watts Hospital,
Hanover ilfemorial Hospital, Southeastern General Hospital, Craren County
Hospital. In subsequent years the registry will be expanded to include all hos-
pitals and physicians in the region.

5. Medical librarp cxtcn8ion sercice, direct co8t--$~5,839
To bring medical library facilities of the three medical schools into the daily

work of those engaged in medical practice. Local hospital personnel will be
trained to assist medical staff; libraries will be organized into a functional unit
for resporiding to requests for services. Bibliographic request service will be
established.

6. Cancer Information Center, direct co8t-$J1,716
To provide practicing physicians with immediate consultation by telephone and

follow-up literature. Each of the three medical schools will be responsible for
providing service in its geographic locale. The aims of this project are two-fold:
(1) to assist physicians in providing optimum care of patients with cancer; and
(2) to continue the education of the physicians by giving new information in a
patient-centered experience.

7. Continuing education in internal medicine, direct cost—$83,31.3
To bring practicing internists from all over the Mate to the Medical Center for

a month of up-to-date training in their subspecinlities. They will share responsi.
Lilities with attending physicians and make ward rounds with srudents, staff,
and together. This experience should enhance the appreciation in the University,
both at faculty and student levels, for the expanding role of the medical center
for the quality of care in the community.

8. Continuing education in dentistrv, direct cost-$67,500
To provide physicians and dentists with the knowledge of mutual concern

which will enable them to be more effective members of the health warn. Courses
will be given at the ~niversity of North Carolina and in commu~ities. Studies
will be made of facilities needed to lmovide dental care in hospita]s. The purpose
of this project is to insure that as many patients as possible who suffer from
heart disease, cancer, stroke, or a related disease receive flppropriote dental care
a~ a part of their comprehensive treatment.

Y. G’ontinuation education for pllysicot tllcrupi8ts, direct cost--S27.8.38
To develop and establish regional continuing education programs for physical

therapists in order to strengthen physical therapy ser~’ices for patients in all
parts of the state. Subregions will be delineated where n~ds and interests will
be identified and committees will be organized to arrange local activities.

30!- 653 O-68—4
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10. T1/r e.stablighment of a nct[cork of corcnaru care unit.q in sntall comntunit!l
I(o.7gita18in ..lpfmIacitio, Xorth Carolina

This is a proposal to develop coronary care units ill sever) hospit:l]s ill this rllral,
mountainous area. RM1’ will supply the monitoring eqlliprnent ( the hos]}itnl pro-
vicles suitable space) ~vhen adequately trained ]Jhysicians and nurses are avilil-
abh?. An intensive training course for physicians ~vill be conducted in the geo-
graphic region, and continuing education programs will be condnctecl when
necessary.

ROCHESTERREGIOXALMEDIC.ILPROGRAM

On March 1, 1968 the Rochester Program began its operational activities with a
modest operational grant award of $%5,4S7. .ipproximately 15 people are cur-
rently serring on the staff which will expand with additional recruitment. The
current staff includes 13 physicians, ancl two allied health personnel. A majority
of the staff are from community hospitals, and are working closely with medical
center and RMP staff to improve the quality of local patient care.

Approximately eleven hospitals from the region are now participating in the
program, and this will expand as the program nlores forward orer the next fe\v
years. Four hospitals are initially participating in the operational projects. Three
of these four are represented on the Regitmfll Advisory Committee. Seven addi-
tional hospitals are ser~ing on the Advisory Committee and planning subcom-
mittees

operational Projects

1. Rcnocatio?t and crfaippinfl of facilitic8 fm’ a learning center for projr’cted
training programs related to l!eart di8ea8e, cancer, and stroke, direct cost—
$26JO0

The awarded funds are for the purpose of altering and renovating space in
Helen Wood Hall, which houses the Departments of A-ursing at the university of
Rochester. It is planned to convert five rooms into two rooms for self-instructional
learning. These facilities initially will be used for four A-week coronary care
training courses for nurses and physicians in the region. Sew techniques that are
disseminated by means of these courses will then be caried to the various con]-
munity hospitals and rural areas in the region by the training course participants.

2. Postgraduate training program for the pl{y.?icians in thr Rochester 10-coantU
region, direct cost-$83,900

The objectives of this project are centered around the further development of a
postgraduate program in csrdiolo~ Learning opportunities will be made avail-
able for general practitioners and internists. as well as cardiologists practicing
in the region. Several different programs are planned and vary in length from
one-half day to two weeks. It is antieipate(i that a number of the participating
physicians will represent community hospitals in rural nrea%

.9. Regi8tr~ of patient8 Icitll acute ?ngocardial infarction in the Rocl! estrr re-
gional hospitals, direct co8t--$2l,2OO

One objeetire of this registry is to prm-irle a uniform data collection ,system
from which both periodic information as well as longitudinal analyses may be
extracted. Appropriate information as to prognosis ancl treatment will be dissemi-
nated to participating hospitals and cooperating physicians in the region. Strong
Memorial Hospital in Elmira. Xew York is already participating in this project,
and it is anticipated that several other comrnuuity hospitals, especially those
in rural areas, will soon also be participating.

J. Proposal for c8tablisluncnt and snpport of a rr.vional Taboratow for the cdaca-
cation and training in the care of patierrt.? tcitlt tl!rombotir and l?cmor-
rhagic di$ordcrs, direct co8t—$69,JO0

At the present time no single, central facility concerned with the diagnosis and
therapy of patients with thrombotic ar hemorrhagic disease exists in the Ro-
chester region. Laboratory technicians from the regional hospitals will be in~ited
to spend three or four days in the new facility. In addition, ‘the physicians direct-
ing this project will visit the participating communities so that a continuing edu.
cational program for practicing physicians in the care of patients with thromhotie
diseases will be maintained. J

TENNESSEEMID-SOUTHREJXOXALMEDICALPROORAM

On February 1, 1968, the Tennessee Mid-South Regional Medical Program
began its operational activities with a diverse array of programs designed to 1
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provide local health practitioners and hospitals with advanced techniques and
facilities necessary for quality health care. Over fifty people are currently serv-
ing on the staff of the operational program, including approximately thirty-five
physicians, five nurses, five other allied health personnel, and nine general support
personnel. About one-fourth of the staff are from community hospitals and the
remaining are medical center staff who are working on the community oriented
projects discussed below.

Se~enteen hospitals are currently participating in the operational projects,
representing broad geographic spread throughout the region. Ten of these hos-
pitals are also represented on the Regional Advisory Group.

Operational Projects

1, Continuing medical education-l feharry, direct cost-&JJ,800
Meharry Jfedical College is informing Segro physicians in the region about

more effective techniques for treating heart disease, cancer, and stroke. Teams
of physicians will teach two-week courses in the three areas at the Medical Cen-
ter, using various audio-visual aids and, where feasible, programmed instruction.
One of this Plan’s interesting provisions is sending a senior resident from Meimrry
to care for the physician’s practice while he is attending the course.

2. Oontinuing education—VanderMlt, direct co8t-$141,600

Vanderbilt proposes to establish continuing education centers at community
hospitals linked to a proposed Department of Continuing Education at Vander-
bilt. Libraries and information centers at the local hospitals will bring Vander-
bilt’s information resources to the local physician. The program, though planned
and coordinated by Vanderbilt, will function through the local centers and em-
phasize bringing information to the physician at the times he needs it.

.3. and -j. Hopkin&le Education Center and Chattanooga Education Center,
direct co8t--$73,7OO

These are the first of the local continuing education centers specified in the
Vanderbilt plan. At each hospital, a full-time Director with an appointment at
Vanderbilt and an assistant director will supervise resident and physician edu-
cation in their area. Their services will be a~ailable to physicians at smaller
community hospitals in each area, as will the enlarged hospital library facilities.
The Chattanooga and Hopkinsville locations provide the basis for looking at
problems in continuing edtication in urban and rural settings.

5. Epecial training for practicing radi.ologi8t8—V(z% derbiU, direct co8t—$50,400
This plan focuses on developing practicing radiologists’ skills in vascular

radiology, but might later be broadened to include all aspects of diagnosis and
therapeutic radiology. Two post-graduate educational methods will be used.
One to three month courses for technologists will be offered. In addition, emi-
nent radiologists will preside at two-hour monthly seminars to which all
radiologists in the region will be invited.

6. Cardiac nurse training progra~Hid-State Baptist Ho8pita&~ashville,
direct co8t-$~9,600

The key factor in reducing mortality from cardiac arrest is the immediate
availability of a knowledgeable person to initiate resuscitation. Mid-South
Baptist proposes to instruct cardiac nurses in new resuscitation techniques by
holding three four-week courses. These nurses will then be available to hospitals
throughout the region.

7. A’chool of X-ray and tech nology-AIeharry, direct C08t-$19,51)0
Meharry plans to estzblish a two-year program for training at least ten X-ray

technologists per year. The faculty will be Meharry’s Radiology staff. Feasibility
studies for establishing nuclear medicine and radiotherapy programs will be
conducted.

8. Radiologg techn,alogist training program-1’anderbilt, direct co8ts+K?0,300
Vanderbilt proposes to increase the number of X-ray technologists, improve the

quality of their truining, and increase their opportunities for continuing educa.
tion, Three small hospital training programs in the area will be discontinued
as separate entities and subsumed by a new school of X-ray technolo~ at
Vanderbilt. Practical clinicai experien~ will be both at Vanderbilt and the
stnaller hospitals.
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9. Xuclear medicine training program--l’anderbilt, direct cost—$25,800
A new series of courses taught by paramedical and medioal personnel will be

made available to physicians and technologists to increase their skill in nlwlear
medical techniques. lVhen pxwible the physician and his technologist will spend
some training time together to work out procedures suited to their situation.
Trainees will be accepted from smaller community hospitals planning to establish
or improve nuclear medicine services.

10. Expansion of School of Jledical Tech nolog&-Baronew Erlangcr Ho8pital-
Chattanooga, direct cost--$ 35,4OO

To augment medical technology capabilities in the area, this plan moiies two
proposals: (1) Expand the Baroness Erlanger program for medical technologists;
and (2) establish a school for certified lab assistants who could free technologists
from more routine work for more complex procedures.

11.. Vanderbilt Coronary Care Unit, direct co@-$51,600
This project’s purpose is to establish a network of coronary care units

with adequate equipment, staffed by well trained personnel. Vanderbilt will be
the training and information center for the region; a demonstration unit there
will provide a focal point for continuing education. In addition, comm unicat ion
systems will be set UP to facilitate the flow of information from Vanderbilt to
the community hospitals. Studies are behg made to see if the small hos~itals
connected with Yanderbil t can become, in turn, centers for Iota 1 networks of
coronary care facilities in still smaller hospitals.

12. Franklin Coronarv Care Unit—Witlia??lson Cwntv HosPital—Franklin, direct
co3t--$8l,4oo

This is one of the subsidiary units mentioned in the Vanderbilt proposal. This
is primarily a pilot project to study the feasibili @ and usefulness of establishing
a center in a small community hospital.

13. Hopkinmitle G’oronarlICare Unit--Jcnnie Stuart Memorial Ho8pital—Hop-
kin.wille, Ku., direct co8t--$49,5OO

This plan is similar to the Franklin plan, except that it mentions establishing
links to smaller eommunfty hospitals by helping set UPsmaller care units in them,
thus providing for the grouping of rural community hospitals for more eflicient
use of existing resources.

1~. Clarkwille tJoronarU Care Unit— Clorksvilie Uemoriat Ho8pital, direct cost—
$19,000

As the Franklin program, this project is a sub.tidiary of the Vanderbilt pro-
posal. Since this hospibal has been operating a umt, the Plan calls for its expa,l-
sion, continuing education and a phone hook-up to Vanderbilt.

15. Nmhville Generat Coronaru Care Unit—Ya8hzille Metropolitan General Ho8-
pital, direct cost—$@,100

Again, this is like the Franklin plan. A“urses here will be included in the in-
service training programs initiatfxl throughout the participating hospitals.

16. Meharru Medical OoUege Coronary Care Unit, direct co8t—&$5,800
Meharry intends to establish a demonstration unit of coronary care facilities

which will serve as a continuing education center for smaller hospitals in its
region.

17. Murrav Coronarg Care Unit—3furrau—CaUouiav (KY. ) Countv Hospital,
direot co8t-$$8,800

Murray-Calloway county Hospital, the training center for 31urray State Uni-
versity School of X“ursing, will ser~e as a demonstration center for the sub-
region. Direct phone communication will be established with Vanderbilt, which
will send consultants from its school of continuing education. This project has the
dual objective of relating the Murray State Nursing program to an established
medical center and providing regional training resouree to a remote area.

18. Chattanooga Coronarv Care Unit—Baroness Erkmger I?08pitaL direct cost—
$14,400

BaronessErlangerplans to establish a coronary care unit in a program of co-
rux?ratlon with Vanderbilt. Both telephone comnmnicat ions and electnm ic main-
tenance systems connected with Vanderbilt will be installed. This unit will serve
as a center for the smaller hospitals in Chattanooga.
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19, Bapti8t H08W”tal Coronary Care UTfit-~&&&ate Baptist Ho8pital, ~a3h-
~ille, direct co8t-$51,000

This plan is similar to the others included in the Vanderbilt plan. Baptist
Hospital will expand its present facilities and aid establishment of smaller cen-
ters at Tullahoma and Crossrille, Tennessee. Direct telephone lines will be estab-
lished for consultations. The unit director will have n clinical faculty appoint-
ment at l’anderbil~ He will devote approximately 2570 of his time to the unit.

20. Crowvilie Corwzarg Care Unit—Uplands Cnmberland Medical Center, Cross-
cilte, direct co8t--$28,SOO

This project has two purposes: (1) to establish a two-bed coronary care unit
in the hospital; and (2) to determine the feasibility of operating acute coronary
care uuit.s in rural areas. The hospital will cooperate with Mid-State Baptist
Hospital and Vanderbilt.

.?1. Talla[[oma Coronarg Care Unit—Earton Jfemorial Hospitat, Tvllahomu,
Term., direct cost-$28,800

See Baptist Hospital Program.

22. Mehurrg supercoltage therap~ program, direct w8t--$58,~OO
This project is aimed specitically at improving cancer therapy for a large in-

digent population. Meharry will use its funds to obtain a cobalt 60 High Energy
Source for therapy and a computer hook-up with Vanderbilt. These facilities will
also be used to improve undergraduate and graduate radiology training programs
at Mebarry.

23. Project to improve patient care in a remote mountain community by recruit.
ing and training health aide8 for a new extended care facilit~—~cott CountU
Ho8pital—Oneida, Term., direct C08t-$lO&)O

Jfanpower shortage in this isolated mountain hospital is critical. Personnel to
man an extended care facility now under construction will be obtained by two
methods: (1) In-service training for hospital personnel; (2) an educational
director (an RX) to serve as a liaison to the high schools to encourage young
people to enter the medical field and come back home to practice. In addition a
training program leading to the LPX would be initiated. Clinical training will be
supervised by the Educational Director while local high schools provide basic
training.

24. Health evatu5twn 8tud&8 on a defi?ied pOpUkZtW?tgroup-?nultiphasic Scret?fl-
in&.-3feharrU Jfedical College, direct c08t--$4S6,000

Meharry will determine the effectiveness of a comprehensive health program
and multiphasic screening examinations in early diagnosis of heart disease, can-
cer, stroke and their precursors. To run this experiment, a neighborhood medical
center supported by OEO will serve a selected population of 18,000. The test
population and a control population will be evaluated with reference to morbid.
ity, changes in heaith attitudes and utilization patterns, effectiveness of the
screening procedure and the cost per patient diagnosed or treated.

2S. Experiment to test and imptemcnt a model of patient care—Vanderbilt Uni.
rer8ity Ho8pital, direct co8t--$llO,4OO

This is an attempt to define a new structure for patient care. A’ew personnel
called stewardesses will be trained to take over the nurses’ non-clinical duties.
Xurses would then be free to spend more time with the patient and to keep up
their specialized skills. After the model is refined at Vanderbilt, it will be tested
in community hospitals-specifically Baptist and St. Thomas.

26. A medical mlrgical nurse spea’ali%t graduate program to improve nur8ing care
of patients with heart disease, cancer, and stroke—Vanderbilt Univm8itv
A’cIIool of Ycdicinv, direct co&-$2$,600

Vanderbilt is developing a program to train medical surgical nurse specialists
to improve nursing care of heart, cancer, and stroke patients. It will be a master’s
degree program staffed by physicians and clinical nurses (1 calendar year) plus
one year of clinical exw?rience half at Vanderbilt and half at the commnnit]/
l(o.yfl~ta?.Stipends will b; provided during the first year only.

WASHIXGTOS-ALASKAEEGIOXALMEDICALPROGRAM

With an operational grant award of $1,032,003 on February 1, 1968, this two-
state region began its efforts to bring quality care to the dispersed populations I
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of this area. About forty operational staff members are currently serving On the
program, including about seventeen physicians, three nurses, six other allied
health personnel, and fourteen related health and general support perSOnnel.
About one-third of the staff is from the medical center, another third is frOm cOm-
munity hospitals and the last third is from other health and medical organiza-
tions. The entire staff is working in concert to bring up-to-date medical tech”
niques to communities throughout the region.

Strong hospital involvement in the TVashington.Alaska program is evident in
the project descriptions below. Approximately 36 hospitals are currently PWtiCi-
pating in the program, almost 20 of which are directly involved in operational
activities. Six of these hospitals are represented on the Regional Advisory
Groups, and an additional four of these are on planning subcommittees. The re-
maining participating hospitals are involved in current planning activities. It
is likely that these, and the many other hospitals in the region, will become in-
creasingly involved in operational activities.

Operational Projects

1. Central Wa81~ington-Communication s~stem for continuing education for
phgsician8—$18,181 (direct cost )

This project is designed to bring the medical resources of the University of
Washington to physicians and community hospitals in Yakima, who in turn will
act as consultants to surrounding smaller communities through seminars and
conferences, educational TV, other audio-visual instruction; and exchange of
teachers and practitioners. Jt will also connect internists in Central lVashing-
ton to Yakima cardiologists via EKG telephone hot-line, to permit quick analysis
(starting with 5 community hospitals). Three general hospitals in Yakima in-
volved are: St. Elizabeth’s, Yakima Valley Memorial, and New Valley Osteo-
pathic. Nine other community hospitals to be reached initially are located in
Ellensburgh, Moses Lake, Othello, Toppenish, Presser and Cynnyside.

2. S%utheo-stern Alaslca-Postgraduate education--$k?7, O62 (direct co8t )
This program will help improve communication between Seattle Medical Corn,

munity and University to alleviate problems of the isolated physicians in south-
east Alaska cities and communities: Juneau, Sitka, Ketchikan (3 largest). As in
Central Washington several methods will be used such as telelectures, consul-
tant services, seminars and the EKG hot line to hospitals in Jnneau, Sitka, and
PHS Native Hospital at Mt. Edgecumbe and Ketchikan community hospital,

9. Postgraduate f_weceptor8hip for phy8ioian3-t%rona~ care-$17,610 (direct
C08t)

A pilot project to provide opportunity for practitioners from isolated com-
munities to spend a week or more under a preceptor at major medical centers to
study advances in care of coronary heart disease. The 4 major medical centers
in Seattle are Providence Hospital, Swedish Hospital, Virginia Mason Hospitals
ancl Medical Center, and University Hospital and Medical Center; two in Spokane
are Deaconess Hospital and Sacred Heart Hospital.

~. C@ronarg care wit coordination-$70,255 (direct cost)
This activity will serve as coordinating unit for CCU related projects—their

development, improvement of operations, and training activities. A mock-up
coronary care unit will be used in the educational programs for nurses and physi-
cians; audio-visual self-instruction materials will be produced and evaluated.

.$. Cardiac pulmonary technician training—$&,55~ (direct co8t )
This program will help develop a formal program for training cardio-pulmo-

uary technicians to perform non-critical functions in coronary care units and free
physicians for other duties. Four larger general hospitals in Spokane will parti-
cipate with Spokane Community College. The 4 hospitals are Deaconess, Holy
Family, Sacred Heart and St. Luke’s Hospital.

6. Information and education re80urcc 8tLpport unit--$522,8O~ (direct co8t )
This program will help provide medical communities with the skilled assist-

ance which will help identify their educational needs and serve as a support
unit in developing programs to meet them ; to establish a central production
unit, to coordinate audio-visual projects and the distribution of materials, to
penetrate the entire region.
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7. Two-way radio confere?we and Stidepresentation--$8,.4J5 (direct co8t1
six pilot programs On heart, cancer and stroke topics to be transmitted via

two-way radio-telephone slide conferences, to physicians and hospital staffs on
topics selected by a Panel of physicians, starting with 20 hospitals in Washington
are underway. It will explore potential for continuing network series with local
and remote regions.

8. G’ontinuin9 education and on-the-job training of laborator~ peT80?mel--$S3,4El
(direct cost)

Primary purpose of this activity is to train technical personnel in newer
clinical laboratory procedures, and shorten gap between availability of advance
in techniques and actual use. First phase is to be directed at 5 local designated
training centers in Washington (cities of Seattle, Tacoma, Spokane, Yakima
and Vancouver) and Anchorage, Alaska, University of Washington will select
from a Iist of available lab procedures, arrange training courses for technicians
in specific ones at designated facilities and establish quality control criteria;
they will follow through with education of physicians in newer and practical
tests for better diagnosis and treatment.

9. Alaska medical library facilitte8-$21,75~ (direct cost )
This activity will help deveIop a community medical library located at the

PHS Alaska Native Medical Center, Anchorage, for Alaska physicians and
health related staffs and agencies. It will have close ties with community col-
leges, Arctic Health Research, University at Fairbanks and to supplement con-
tinuing education projects for Southeast Alaska and the Anchorage cancer
project.

10. Anchorage cancer prograrw-$51,.j50 (direct cost)
This project will aid in providing a supervoltage therapy unit for cancer

patients to be located in an addition to Providence Hospital in Anchorage. It
involves training of radiologist and technical staffs, consultant clinical confer-
ences and accumulation and analysis of dianogstic data. Presbyterian Corn.
munity Hospital in Anchorage will be participating.

11. Care of children with cancer (8tud~)—$28,@30 (direct cost)
This is an epidemiological study to determine the impact of different methods

of care for children with cancer, focusing on differences among children treated
in local communities and at major centers; to be conducted by the staff of
Children’s Orthopedic Hospital and Medical Center, Seattle.

12. Radiation phy8ici& consultation program for radiologi8t8 in Wa8hingto?t
an& Ala8ka-$56,S93 (direct C08t)

This project will provide consultation services of a radiologist-physicist for
smaller hospitals, in dosimetry and other problems of radiotherapy. To enhance
Postgraduate education for radiology residents and paramedical trainees outside
of the University system.

13. Computer-aided in8t~ction in heart di$ease, cancer, and stroke and related
di8ea8e8—$5.?,~90 (direct C08t)

To develop and evaluate the effectiveness of computer-aided instruction for
teaching medical techniques, Participants will be instructed in the use of com-
puter terminals.

WESTERNNEW YORKREQIONAf,MEDICALPROGRAM

With an award of $357,761, the Western New York Regional Medical Pro
gram began its operational program on March 1, 1968, The current operational
staff of seven physicians, one nurse, and two secretaries will be expanded to
over 20 during the next several months. Over forty hospitals are currently in-
~olved in this program, almost all of which are slated to be part of the devel-
oping regional two-way TV network for continuing education. Eleven hospitals
are represented on the Regional Advisory Group, and an additional two hos-
pitals are serving on planning subcommittees.

OperationalProjects

1. Two-toay comm~inicatlona network, direct cost—$170,519
A two-way communication network will link hospitals of Western New

York and Erie County, Pennsylvania to the Continuing Education Departments
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of the State University of Sew York at Buffalo and the Roswell Park Memorial
Institute. The network will serve several purposes, such as continuing educa-
tion for physicians and the health-related professions, public education, ad-
ministrative communication, consultation with experts, and contacts among
blood banks. It will assist both the physician and community hospital in either
the rural or urban environment in having at their fingertips the latest advances
in the diagnosis and treatment of heart disease, stroke, and cancer. Particular
emphasis will be placed upon inrolriug rural hospitals in this program there-
by imprcmiu.g both their didactic and restorative function.

2. Coronurg care informaticm Coordiflutor.s, iiirect cost—$12?’,Jj~
This project will test a training technique for providing qualified nurses who

will be required to staff developing coronary care uuits in the Region. Approxi-
nmtely M nurses will be selected from all parts of the Region for a combined
academic and clinical course. It is planned that the nurses recei~ing this train-
ing will return to both rural aud urban hospitals for the purpose of provid-
ing a diagnostic and didoctic function. While the program will be housed at
the medical center, the communitj’ hospitals of this region will be the bene-
factors of the project. Since there are few nurses trained to work in coronary
care unirs. particularly in the rural environment, special attention will be paid
to attracting nurses who will return to the community hospital.

WISCOXSIXRIIGIOA’AL MEDICAL FROGBAM

The Wisconsin Program began its operational activities on September 1,
1967 nhen it become the first Regional Medical Program to be awarded a
combined plarrning and operational grant. Currently funded with $030,147,
about one third of which is for operational activities, the operational staff num.
hers 20. About one-third of the staff are physicians, another third are allied
health personnel, and the last one third are supportive and other type of per-
sonnel.

Approximately 20 hospitals are involved in the current phase of the Pro-
gram. Eleven of these hospitals are directly involved in the operational projects.
Five are represented in the Regional Advisory Group and the remaining are
represented in planning subcoiimittees. As the program develops additional
activities during the next few years, it is anticipated that many additional
hospitals will be involved.

1. study program for uterine cancer therapy and evalmtion, direct cost—$@,100
This pilot project is designed to review and evaluate current radiotherapy for

patients -with rmerine cancer. In its first phase it will involve information ex-
change and dosimetry Wandardizat}on. Hospitals at Marquette and the Uni-
versity of Wisconsin will be connected to a central, computerized data bank
in Milwaukee which will compute radiation classes. When the necessnry computer
techniques are developed, it is projected that the central facility will be linked
to other hospitals outside the Milwaukee and Madison areas with similar
treatment programs, and tire long-term result will be to improve Iocnl medical
capabilities for the treatment of all uterine cnncer patients in the Region.

2. A pilot demowtration program for Wmonaw t?wvmboemboliwn, direct co8t—
iw.j.6oo

In this project a center is being established at Marshfielcl Hospital in Marsh-
tleld, Wisconsin, for demonstrating diagnostic techniques and the available
thevapy for pulmonary thromboernboiism. The project has a continuing educa-
tion component which will reach physicians from many hospitals in the Region.
This will imwlve a 2-1-hour consultation service, the preparfition of a movie
on the topic, and special training sessions for groups of physicians.

Tbe project will demonstrate a comprehensive program which will encompass
diagnostic, preventive, tbeznpeutic, and rehabilitation procedures for patients,
postgraduate education, a rapid transportation system for patients from Northern
sections of the Mate, and cooperation between the clinic and other hospitals
and medicaI schools in the State.

9. Telepl~one Uial access tape recording library & tlfe areas of heart disea$e, can-
cer. .~troke, and Ma ~ed, discus’e.g, direct cost—-..$l~,g5O

This fefisibility stud.v will be carried out by the University of Wisconsin
which will reccrd anti N ore short. 4-6 minute, tapes on various nspects of
trezriug ~!r,tients with the tllrec rlisenwx. Any physician anywhere in the
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Region can dial the library at any time and request a tape relevant to a problem
in which he is interested.

4. Nursing telepkone dial acce8s tape recording library {~bthe arca$ of keart
di8ease, cancer, stroke, and related cli.?easespdirect cost—$18,800

This feasibility study, similar to the one above, will establish a central tape
library with information recordwl on nursi~g care in emergencies, new pro-
cedures and equipment, and recent developments in nursing. h’urses from any
hospital in the region will be able to call at any time to have a tape played to
them.

5. Development of medical and healt?~ related single coucept film pr~gram in
communit~ hospitals, direct co8t—$39,259

This education feasibility project involves ten cornrunnity hospitals in its
first phase. Fifteen films on procedures and techniques used in treating ileart,
cancer, and stroke, will be developed. Projectors and the films will ,be iwtalled
in the hospitals for use by physicians ancl other henlth personnel at their con-
venience as a continuing education device. After fonr to six months the ma-
terials will be relocated in ten additional hosI}itals.

—.-

TELEW610X, P..4mo AND TI:LRPIIOXIINWI’WOUXSFOR (30STINUINGEDUCATION

OPERATION-41.YSOJEC’TS

J. .klhmy Regional Wferlical Program

Two-way radio comnwnication 8v.stem-Direct cost, $144,100
This project m-ill expand an existing two-way radio network to include 57

hospitals and 24 high schools. It will provide continuing education for physicians
and allied medical personnel. It will also provide information and education
programs for administrators, members of boarcls of trustees, voluntary health
agencies, adult education classes, and selected civic groups,

II. Intermountain Regional Medical Program

Network for coatinailzg education in kcart disease, cancer, stroke, and re-
Zated dfseases—DWeet cost, $243,000

The objectivm of this program are to develop a communications network
between patient-care and research institutions to encourage liaison between
health care personnel in the area. The currently existing two-way radio system,
including 11 hospitals in ‘7 communities in or near Salt bake City has been
expanded to 10 additional remote hospitals to serve as one link. This system
will be expanded to additional hospitals in response to physician requests.
Closed circuit TV and use of KVED (University of Utah education TV) is also
planned. This may establish the community hospital as the focus of continuing
education.

III. Kansas Regional Medical Progrttm

Health science8 communication and information center—Direct coat, $77,900
This project is engaged in conducting studies to determine the feasibility of

establishing communication linkages vital to education, service and research
Programs, Specific studies to be underti?ken arc a physicim communication sys-
tem, TV teaching, electronic linkages. and Medlars searrh capacity. Linkages will
be established at bospitnls in Great Bend, Pittsburg and, Kansas City.

IV. lVashington-Alaska Regions 1 Medical Program

Centraz Wa8?l!ngfon-Communication ~g.stf??nfor continuing educa.fion for phU8i-
oians-Direct cost, $18,181

!t’hiS project is designed to bring the medical resources of the University of
Washington to physicians and community hospitals in Yakima, who in turn will
act as consultants to surrounding: smflller communities through seminars and
conferences, educational TV, other audio-visual instruction; and exchange of
teachers and practitioners. It will also connect intmmists in (.’entral Washington
to Yakim;l cardiologists. vin EKG t~lephone hot-line, to p~rnlit quick analysis
(starting with 5 community hospitals). Three general hospitals in Yakimrl {n-
Tolved are: s t. Eliza beth’s, Yakin;o ‘.-, ilcy Memorial, and .New Valley @teO-
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pathic. h’ine other community hospitals to be reached initially are located in
Ellensburgh, Moses Lake, Othello, Toppenish, Presser and Sunny side.

270~ttheastern Ala8ka-Postgradu ate edztcatbt&-Direct cost, $27,062
This program will help improve communication between Seattle Medical Com-

munity wnd University to alleviate problems of’ the isolated physicians irr south-
east Alaska cities and communities: Juneau, Sitka, Ketchikan (3 largest). AS
in Centr~l Washington several methods will he used such as telelectures, cow
sultant services, seminars and the EKG hot line to hospitals in Juneau, Sitka,
aud PHS Native Hospital at Mt. Edgecumbe and Ketchikan community hospital.

Ttco-way radio conference and slide presentation-Direct cost, 8/3,445
Six pilot programs on heart, cancer and stroite topics to be transmitted via

two-way raclio-telephoneslide conferences, to physicians and hospital staffs 011
topics selectedby a panel of physicians,starting with 20 hospitais irrWashirlg-
ton are nnderway.It will explow potential for contirrnizrgnetwork series with
local and remote regions.

V. Western h’ew York Regional Medical Prograsn

Two- way comm wdcat ions network—Direct cost, $178,519
A two-way telephone communication network will link over 40 hospitals of

Westexn New York and Erie County, Pennsylvania to the Continuing Education
Departments of the State University of New York at Buffalo and the Roswell
Park Memorial InW~tute. The network wili serve several purposes, such as con-
tinuing education for physicians and the health-related professions, public ed-
ucation, administrative communication, consultation with experts, and contacts
among blood banks.

Mr. Rooms. I notice you said in the North Carolina program there
wem some ooronary care units. How many coronary care units 1 I
wmt to know what is happening t? the hospitals.

No-w, how many hospital aclmlnlstrators or people involved fil the
xctual administration of hospitals where services are delivered ? How
many are on your national council?

Dr. MAIW.TON.One, Dr. J. T. Howell, of the Henry Ford Hospital.
The ~xecutlve director of the Amem~an Hospital Asqoeiation, Dr.
Edwin Crosby, M @so a member, so \h?s M 2 out of 12 dm.otly repre-
senting the vlewpomt of hospital admuwtration.

(The following information was received by the committw:)

DEPARTMENTOF HEALTH,EDUOATION,AND WELFARESTATEMENToiv HOSPITAL
ADMINISTRATORSPARTICIPATINGIN REGIONAL MEDIOAL PROORAMS

Numberof hospital Percent of total
administrators membership

Total . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ..- 338 10

Regional qdviso~groups . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 222 1;
Subcommft\es . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Boards ofd#r%tors 1. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 33 19

I Boards of dker.tors of the 14 new organizations formed as the coordinating agencies for their programs.

HOSPITALAD?41NIBTRATOBSOX RROIONALMEDICALPBOOR.4MSTAFFS

Approximately 40f% of the regions have established a Division of Hospitrtl and
Facilities Planning. These are, as a rule under the direction of a hospital
administrator,

EXAMPLESOF HOSPITALADMINISTBAT03PARTICIPATIONIN RMP

Georgia
In Georgia, each hospital in tbe region was encouraged by the Georgia RMP to

nppoint a local advisory group to work with the Program to advise on local needs
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and problems and to serve as the liaison group between the Georgia Central
Regional Medical Program office and the local communitY. To date, 121 hospitals
have appointed local advisory groups out of the total 178hospitals in the region.
!Fheserepresent9070 of the general and limited services hospital beds in the
region. These a’ouw consist of a physician, a hospital administrator, a nurse,
andat leastoneinterestedmemberof thepublic.
Connecticut

In Connecticut, four Advisory Conferences have been established to aid the
Advisory Board in its work. These four conferences consist of: (a) the Presidents
of the Boards of Trustees of the hospitals of Connecticut; (b) the Chiefs of Staff
of these hospitals; (c) the Administrators of these hospitaIs; and (d) rep-
resentatives of over 50 “health” agencies of Connecticut. Directors of Medical
Education from Connecticut hospitals have also been invited to meetings of the
Advisory Conferences.

Alba%y
Part of the Albany operational program is concerned with the eqnipping of

hospitals with two-way radio equipment. The Regional Medical Program person-
nel have visited the non-participating hospitais and discussed with the adminis-
trators and members of the staffs the advantages of joining the radio neL\vO1’li.

The number of hospitals involved in this network increased by 50~0 in the first
year, bringing to 36 the number of participating hospitals.

Margland
In Maryland, the RMP staff has devoted considerable effort to developing co!l-

tacts with the community hospitals. At least 21 of the 38 hospitals in the region
have been visited by the Regional Medical Program staff.

In November 1967 a three-day planning workshop was held by the Maryland
RMP. Invitations were extended to all the hospitaIs in the region and over half
of the short-term, non-federal hospitals sent one or more representatives. Those
who attended expressed a genuine desire to cooperate in the planning process.

OTHERDEVELOP14EXTB

Community planning committees have been organized in several other regions
including South Carolina, Intermountain, and Greater Delaware ValIey. These
local planning committees all include hospital administrators in their mem-
bership.

HOSPITALAD>llXISTRATORSON THE liATIONALADVISORYCOUNCILANDONTHE REVIEW
COMMITTEE

Council:
(1) Ed\\-in L. Crosby, M.D., Director, American Hospital Association,

Chicago, 111.
(2) James T. Howell, M.D., Executive Director, Henry Ford Hospital,

Detroi~ Mich.
Committee: (1) Mr. John D. Thompson, Director, Program in Hospital .\dmin-

istration, Sch@ of public HeaIth, Yale University, Xe~ Haven, Corm.
Formers Members:

(1) Mark Berke, Director, Mount Zion Hospital and Medical Center,
San Franciwo, Calif.

(2) Howard W’. Kenney, M.D., Medical Director, John A. Andrew lf emo-
rial Hospital, Tuskegee, Ala.

Mr. ROGERS.It seems to me the thrust of this program has got to get
down to that.

How about in j-our regional medical councils, the local ones?
Dr. MAMTON.Ten percent of those represent hospitals.
Mr. ROOERS.Should there be more ?
Dr. MARsmm, I don’t know tjle answer to that, ~Ir. Chairman.
Mr. ROGERS.Give us your thinking on that. I am concerned tlmt

we are not getting enough of the people involved who are meeting
the patient ancIgetting care to him.
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Dr. MARSTON.The American Hospital Association is having a con-
ference at our request in June to f ecus on just the problem you are
bringing up.

Mr. ROOERS.I would be interested in following the results of that
conference and your actions on it.

Now, what other professions are involved in these regional medical
prowms, and in the field? Could you give me a rundown on that?

Ifyou will let us have this it WOUICIbe helpful.
Are you really tying them in—nurses, dentists, and so forth—-as

well as educators?
(The following information was received by the committee:)

DEPARr~~~TOFIIEALTWEDUCATION,ANDWZLFARESTATEMENTONPROFESSIO~AII
INVOLVEMENTIN REGIONALIdZDICALPaocuwds

The scope of professional involvement in Regional Medical Programs is both
broad and balanced, and is evident in all facets of the programs across the
country. Broad professional involvement is seen in the composition of Regional
Advisory Groups, planning committees, program staffs and operational activities,
Such involvement reflects the essential cooperative nature of Regional Medical
Programs as they work toward harnessing the multiple health and medical
resources in local areas in order to help provide high quality care in heart, cancer,
stroke and related diseases.

The membership of the Regional Advisory Groups, which currently totals ap
proximately 1900 individuals, includes 21.970 practicing phyicians; 15.6% metil”
cal center officials; 13.1~0 hospital administrators; 11.7~0 voluntary health
agencies; 7~0 public health officials; 8.1~0 allied health workers; 15.3% mem-
ber of the public and 7’% others. Planning committees, which currently include
about 2500 individuals, also demonstrate broad involvement. The membership
includes: 18y0 practicing physicians; 41’% medical center officials; 13% hospital
administrators; 6~0 voluntary health agencies; 6.5LY~public health officials;
10$1oallied health workers; 5~o members of the public, and 59Z. others.

In terms of participating organizations, it is estimated that over 1700 orga-
nizations are now involved in Regional Medical Programs. These include aii of

/
the medical schoois, state medical societies, state heart and cancer sotieties, and
state health departments. Almost 6070 of the state nursing and dental associations
are involved; about 807’0 of the schools of public health and state hospital
associations are involved; and about 35qo of the schoois of denistry. In addition,

, many schools of nursing and other ,aliied health professions are involved as well
t as a broad array of other prof essional organizations and institutions.
t

COREPLANKIXQANDADMINISTRATIVESTMF

Reports from the Regions indicate that approximately 47% of the professional
and technical pianning staff are physicians. Aliied health professionals including
nurses, hospitals administrators, dentists, and others account for approximately
12% of the core staff. Related health professionals, including health economists,
medical sociologists, statisticians, and others account for approximately 19%;
general supportive staff accounts for about 16%; and “other” groups account
for 6$Z0,

OPI%RA’ITONALSTAFF

The operational staff ~ersonnel are concerned with the implementation of
specific operational projects. The manpower involved in these projects comei
from a broad range of speciaiitks: including physicians (25%) ; nurses (89”) ;
other allied health (1OYO) ; education and communications (5~0 ) ; computer and
other electronics specialists and their supporting personnel (1670 ) ; other tecimi-
cians (14V0 ) ; administrative and clerical (20?40) ; and other 270.

Dr. M~RSTON.I spoke to 80 nurses in Wisconsin last night, via a
telephone lecture system—

Mr. CARTNR.Will yOLIyielcl on that ?
Mr. ROGERS.Ye-s,
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Mr. CARTER.I notice this bill provides that dentists may refer
patients to some of the regional centers, and I want to say that I
think that is very good. I am happy that dentists and oral surgeons
are included.

Mr. ROGERS.Thank you.
Do you provide for patient care in hospitals under this program?
Dr. MARST-ON.Patient care costs must be limited to those which are

incidental to research, training, education, or demonstratioll activities
funded by the regional programs.

We consulted various hospital groups to get advice of how w-ewould
.administe.r this, and their advice was that -weshould be very cautious
about the-actual payment of patient cost, so we have not spent much,

Mr. ROGERS.Let me have a breakdown on what you Imve done and
-where it has gone.

(The following information was received by the committee:)
The Department of Health, Education, and lVeIfare has determined that the

following patient care costs, hospitalization costs, have been supported with
regional medical program grant funds:

(1) Missouri RegionaI Medical Program—.$9O,O5O.

Mr. ROGERS.Do you use consultants, and where are these used mainly
as far as the regional medical program is concerned?

Dr. MARWON. We have used consultants at the national program
from just about every area of health-hospital planning groups in-
cluded. We receive a grant request and we use consultants with ex-
pertise inthe area covered by the request, on the site visit.

Mr. ROG~RS,Who determines what the region shall be? Do you de-
brmine it 1

Dr. M.4Rs~ox. Essentially, the Surgeon General must determine this.
Mr. ROGERS.Are they too large now ?
Dr. M~RSTON.Some are quite larwe, but I think it will change.

?Mr. ROGERS,Are there any plans or changin these ?
fDr. MARSTOX:There is discussion during t ~e planning period in

every region regarding the extent to which the regional approximation
has worked, and this M commented on in the grant applications that
come into us.

I think there will be changes over time, but I think many areas are
finding they want the advantages of the larger regions and yet the
opportunity of breaking down mto subregional groups, and we have
not discouraged this.

Mr. ROGERS.What has happened in Florida? I don’t think they
have gotten off the

T
ound there; have they?

Dr. MARSTUX.T ley have a planning grant that was made this year,
Mr. ROGERS.So you would anticipate a year—
Dr. 31ARSTOIT.Yes. I take that back, partially. We llaye had an ap-

plication from Floricla since that planning grant asking for funds for
a feasibility stucly, which the National Aclv]sory Councd allows under
a planning gra]lt. This application arrived on my desk yesterday.

Mr. ROGERS.I would like the stotus, if you could gi~e it to us, of all
the regions, the M, wlmt States they are in, when we can expect to see
something get down to the local IIospitals and into the medical pro-
fession there.
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(The following information was received by the committee:)

DEPARTMENTOFHEALTH,EDUCATION,AiXDTELFkE STATEMENTONTHESTATUSOF
REGIONALMEDICALPROORAMS

AS indicated in the table below, all Regions except Puerto Rico have embarked
upon planning; and 41 of the 54 Re@owaI Medical Programs have been eugaged
iu planning activities for a year or Ionger. These planning activities have in-
volved a large number of diverse health and health related professions 1s (e.g.,
physicians, medical sociologists, hospital administrators, epidemiologists, allied
health personneI ) representative of a wide spectrum of health institutions and
organizations, including community hospitals, local and state medical societies,
oficial and voluntary health agencies, and state hospital associations. These indi-
viduals are servimg on planning task forces and local advisory committees as well
as Regional Advisory Groups. In addition, a number of such individuals are also
serving on the central core staffs of many Regional Programs.

Experience to date clearly demonstrates that the involvement of community
hospitals and other local health resources, private practitioners, and other health
professionals becomes more extensive and intensive as Regional Programs enter
the operational phase. At that stage, for example, community hospitals become
the sites for coronary care unit demonstration and training programs; local
physicians and hospitals undetike the training of cardiopulmonary technicians
needed in the community; private practitioners and their Patients in rural a r@as
benefit from automated EKG readings utilizing telephone lines; and programs
to recruit and train sub-professional health aides required to staff extended care
facilities, are initiated.

Initial operational grants have been awarded to 12 Regional Programs to date.
Another 12 Regions have submitted initial operational grant requests which are
now under review. Based upon the best information currently available, it is an-
ticipated that the other 30 Regions will enter the operational phase before the end
of fiscal year 1969. Thus, involvement and participation by commnnity hospitals
and private practitioners in Regional Medical Programs should become more
widespread and increasingly evident o~er the next 12-15 months.

,



STATUS OF REGIONAL MEOICAL PROGRAMS (AS OF MAR. 30, 1968

Beginning date Funding

Regional medical program Currently available Cumulativeawards
Planning Operational

Operational status

Planning Operational Planning Operational

Alabama–Sfate of Alabama . . . . . . . . . . . . . . . . . . . . . . . . Jan. 1,1967 . . . . . . . . . . . . . . $393,788. .. .. . . . . . . . . .
384,244 $921,510

$661,756. .... . . . . . . . . . Inifial opera fionalgrant request anticipated in
year 1969.

fiscal

Albarry-Northeastern New York, porfions of southern July 1,1966 Apr. 1,1967
Vermont and western Massachusetts.

Arizona–State of Arizmra . . . . . . . . . . . . . . . . . . . . . . . . . . Apr. 1,1967 . . . . . . --------

707,033 $921,510
119,045. .. .. . . . . . . . . .
360,174... .. . . . . . . . . .
603,965. .... . . . . . . . . .

119,045... .. . . . . .. . . .
360,174. .. .. . . . . . . . . .
603,965.. ... . . . . . . . . .

Arkansas—Stateof Arkansas . . . . . . . . . . . . . . . . . . . . .. . . ..~..do." . . . . . . . . . . . . . . . . . ..-
Bi-State-Eastern,M&souri,cerrteredaroundSt.Louis . . ..-do . . . . . . . . . . . . . . . . . . . . .

and southern lNmoIs.
CaHfornia-SWte of California . . . . . . . . . . . . . . . . . . . . . . . Nov. 1,1966 . . . . . . . . . . . . . .
Central New York—Syracuse, New York and 15sur- Jan. 1,1967 . . . . . . . . . . . . . .

‘“”n%munt’=”Colorado- yomtng-States of Colorado and Wyoming . . . . ..-do . . . ..- . . ..--. -...-...

lniti~o:perational grant requdst under review.3,226,225 . . . . . . . . . . . . . .
268,634 . . . . . . . . . . . . . .

4,079,593. .. .. . . . . . . . . .
434,156... .. . . . . . . . . .

fiscal

fiscal

Initial operational grant request anticipated in
year1969.

I mtial operational grant request under, review:
Initial opera fional grant requeat antic.lpated m

yesr 1969.
I mtial operational grant request under review.
fnifial operational grant request anticipated in

year 1969.

339,605 . . . . . . . . . . . . . . 488,359 . . . . . . . . . . . . . .

419,932 . . . . . . . . . . . . . .
240,000 . . . . . . . . . . . . . .

Connwticut-Sbte of Connecticut . . . . . . . . . . . . . . . . . .. July 1,1966 . . . . . . . . . . . . . .
Florfda-State of Florida . . . . . . . . . . . . . . . . . . . . . . . . . . . Nov. 1,1967 . . . . . . . . . . . . . .

338,513 . . . . . . . . . . . . . .
240,000 . . . . . . . . . . . . . .

Georgia.State of Georgia . . . . . . . . . . . . . . . . . . . . . . . . .. Jan. 1,1967 . . . . . . . . . . . . . .
Greater Oelaware Valley–Philadelphia-Camden(N.J.) Apr. 1,1967 . . . . . . . . . . . . . .

me fmpolitan areaand adjacent areas of eastern
Pennsylvania, southern New Jersey, and State of

341,824 . . . . . . . . . . . . . .
1,534,494 . . . . . . . . . . . ..-

694,427 . . . . . . . . . . . . . .
1,534,494 . . . . . . . . . . . . . . fiscal

Oelawire.
Hawaii—Stateof Hawaii . . . . . . . . . . . . . . . . . . . . . . . . . . . .
lllinOia—State of INirrois. . . . . . . . . . . . . . . . . . . . . . . . . . .
lrrdiana-State oflndiana. . . . . . . . . . . . . . . . . . . . . . . . . .
lntermountam-Utah and portions of Colorado, Idaho,

Montana, Nevada, and Wyommg.
10wa—Stateof Iowa . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

July 1,1966
. . . ..do . . . . . .
June 1,1967
JUiY 1,1966

Oec. 1,1966
JUIY 1,1966
Jan. 1,1967

..............
...............

212,781 . . . . . . . . . . . . . . 00.
336,366 . . . . . . . . . . . ..- 00.
706,889 -...z.oja.i~j. Do.
608,615 , ,

552,939 .- . . ..6gg.85j. Initial operational grant request under review.
371,240
710,290 - . . . . . . . . . . . . . Initial operational grant request anticipated in fiscal

year 1969.
193,909 . . . . . . . . . . . . . . Initial operational grant request under review.
967,459 . . . . . . . . . . . ..- Initla:z :a9flonal grant request anticipated in fiscal

!. ,

194,771. .. .. .. .. . . ..-
336,366 . . . . . . . . . . . . . .
496,013 . . ..z.03a.i~3.
363,524 , ,

..............
Apr. 1,1967

290,591 . . . . ..699 .8G2.
281,627
454,445 . . .._. -----

..............
June 1,1967

. . . . . . . . . --..-
Kansas—State of Kansas . . . . . . . . . . . . . . . . . . . . . . . . . . .
Louisiana-State of Louisiana . . . . ..-. - . . . ..-. ..--...

Maine—Stataof Maine.-.. .--. .-.. --- . . . . . . . . . . . . . . May 1,1967. . . . . . . . . . . ..-
Maryland-State of Maryland . ..-. .-- . . ..-. -... ----- Jan. 1,1967 . . . . . . . . . . . . . .

See footnotes at end of table.

193,909... .. . . . . . . . . .
770.230 . . . . . . . . . . . ..-
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STATUS OF REGIONAL MEDICAL PROGRAMS (AS OF MAR. 30, 1968)-Continued

——
Beginning date Funding

Regional medical program Currently available Cumulative awards
Planning

Operational stahrs
Operational

Planning Operational Planning Operational
——

Memphis—Western Tennessee, northern Mississippi Apr. 1,1967 . -------------
andportions of Arkansaa, Kentucky, and Missouri.

Metropolitan Washington, O. C.—Distr!ct of Columbia Jan. 1,1967 Apr. 1,1968
andsurrounding suburban cnuntiesin Maryland and
Virginia.

Mich@n-StateofM ichigan . . . . . . . . . . . . . . . . . . . . . . . . June 1,1967 . . . . . . . . . . . . . .
Mississippi—Stateof MSsissipPi. -.., ---------------- JuIY 1,1967 ~.___ .._i.ig&j
Missouri-State of Missouri excluding metropohtan -...do ------- Apr. ,

St.Louis.
Mountain Stafea--Statesof Idaho, Montana, Nevada, No% 1,1966 Mar. 1,1968

and Wyoming.
Nebraska-South Dakota—States of Nebraska and Jan. 1,]967 . . . . . . . . . . . . . .

South Dakota.
New Jcrsey—State of New Jersey . . . . . . . . . . . . . . . . . . . Jul
New MexicfiStateof New Mextco . . . . . . . . . . . . . . . . . . Oc { t%::::::::::::::
New York meWopolita narea-New’Ycr kCity,Nassau, June 1,1967 . . . . . . . . . . . . . .

Suffolk, and Westchester Counties.
North Carolina-State of North Carolina . . . . . . . . . . . . . . July 1,1966 Mar. 1,1968
fiorth Oakota-State of Norfh DakotS . . . . . . . . . . . . . . .. July 1,1967 . . . . . . . . . . . . . .
Northeastern C)hio-Cieveland and surrounding 1’2 Jan. 1,1968 . . . . . . . . . . . . . .

counties.
Northern New England—State of Vermont and 3 JU!Y 1,1966 . . . . . . . . . . . . .

counties in northeastern New York.
Northlands-State of Minnesota . . . . . . . . . . . . . . . . . . . .. Jan. 1,1967 . . . . . . . . . . . . . .

$173,119 . . . . . . . . . . . ..-

527,089 $418,318

1,294,449 . . . . . . . . . . . . . .
3;;~8;;4 . . . ..j.iij .903

!!

1,082,107 206,913

349,367 . . . . . . . . . . . . . .

297,466 . . . . . . . . . . . . . .
553,270 . . . . . . . . . . . . . .
967,010 . . . . . . . ..-.-.

773,674 1,652,164
188,010 . . . . . . . . . . . . . .
285,783 . . . . . . . . . . . . . .

723,9?0 . . . . . . . . . . . . . .

629,887 . . . . . . . . . . . . . .

$173,119 . . . . . . . . . . . . . . Initial operational grant request under review.

651,171 $418,318

1,294,449 . . . . . . . . . . . . . . 00.
}2:i84545 . . . ..i.i8jgii 00.

,.
1,747,370 206.913

597,609 . . . . . . . . . . . . . . Do

297,466 . . . . . . . . . . . . . . Oo.
803,866 . . . . . . . . . . . . . . Initial operational zrant request under review.
967,010 . . . . . . . . . . . . . . Initial operational grant request anticipated in ris?al

1,000,374 1,652,164
year1969.

188,010 . . . . . . . . . . . . . . Do.
385,783 . . . . . . . . . . . . . . 00.

883,695 . . . . . . . . . . . . . . Do.

1,009,791 . . . . . . . . . . . . . . OQ,

cm
m



~ No[J~&~;j~dy;&d~~nties in northwestern Ohio, Jan. 1,1968 . . . . . . . . . . . . . . 309,180 . . . . . . . . . . . . . 309,180 . . . . . . . . . . . . . . 00.

z Ohio S{ate–Cerrtral and southern % of Ohio (61 Apr. 1,1967 . . . . . . . . . . . . . .
.

136,771 . . . . . . . . . . . . . . 136,771 . . . . . . . . . . . . . . Oo.
counties) centered around Columbus, excluding

o Cincinnafi rnetropobtan araa.

~ Ohio Valley-Greater Oayton-~ncinnati, Ohio, areas Jan. 1,1967 . . . . . . . . . . . ..- 346,797 . . . . . . . . . . . . . . 472,096 . . . . . . . . . . . . . . Oo.

~
and centtguous ceunties and part of Kentucky.

Oklahoma—State of Oklahoma ---------------- Sept. 1,1966 . . . . . . . . . . . . . 282,100 . . . . . . . . . . . ..- 330,318 . . . . . . . . . . . . . .
Oregon-Sbteof Oregon- .-... - . . . ----------------- Apr. 1,1967 --------------
Puerto Rco-Commonwealth of Puerto RIW---------

231,125 . . . . . . . . . . . ..-
(1)

353,760 -... -...=-- Awa%’Gf initial OWatiOflalwantP@jV3.
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ---------------------------- ---------- Initial operatksrral grant request anflclpated in fiscal

year 1969.
Roches!er-.Rochester, N.Y., and 11 surrounding Ott 1,1966 Mar. 1,1968 318,286 255,487 500,425 255,487

So~f~&%ina-State of South Carolina -------------- Jan. 1,1967 . . . . . . . . . . . . . .
Susquehanna Valley-24 cnurrtles, cantered around June 1,1967 . . . . . . . . . . . ..-

379,246 -------------- 502,773 -..--- . . . . . . . . Initial opera~onal grant request under, review?

Herrcsburg-Hershe m centrat Pennsylvania.
263,530 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

i

I nititilr~p&r$tional grant request aotlcipated m fiscal

Tennawee-Mid-Sout —Eaatern and central Tennecsee
and cmrtiguous counties of southern Kentucky and
northern Alabama ------------------------------- July 1,1966 Feb. 1,1968 523,738 1,630,304 673,421 1,630,304

Texaa—S fate of Texas . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ..do . . . . . . . . . . . . . . . . . . . . .
Tri-State—States of Massachusetts, New Hampshire,

1,260,181 . . . . . . . . . . . . . . 1,667,194 -------------- Initial operational grant request under review.

and Rhode lslaod -------------------------------- Oat. 1,1967 . . . . . . . . . . . . . . 439,037 . . . . . . . . . . . . . . 439,037 . . . . . . . . . . ..- Initial operational grant request anficipatedin
fisc&/ year 1969.

Virginia-Stateof Virginia . . . . . . . . . . . . . . . . . . . . . . . . . . Jan. 1,1967 . . . . . . . . . . . . . .
a

254,000 .--.i.tijz.bij.
Washiogto,n-Alaska-Sfatesof~ashin8fonandAlaska. Sept 11966 Feb.

545,454 . . ..i.b6fiifii. . 0

1’1967 . . . . . ..}.!..!.
655,148 837,948

West Vwgmia-Stateo fWestVlrginia. -.. -.-, .-.- . . . . Jan. ;l)~;~; . ..-.. -:.... 282,663 .----’_j_j’-j_i. Do.
Western New York—Buffalo and 7 surrmmdmg New Dec. 111966 Mar. 1,1968 357,761

York ceurrhes and Erte, Pa.
313)033 ,

Western, Pennsylyania—Pitfcburgh, Pa., and 28 sur- Jan. 1,1967 . . . . . . . . . . . . . . 340,556 . . . . . . . . . . . . . .
mundmg counties.

340,556 . . . . . . . . . . . . . . 00.

WiswnsiMtate of Wiamnsin--...-- . . . ..-. -.-. --.. Sept. 1,1966 Sept. 1,1967 . . . . . . . . . . ..- 2630,149 344,418 630,149

Ilnifial planoinggr antapplication has been received and is under review. ~ Combined planning and operational grant; includes some $340,000 for planning.
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ILLUSTRATIVEEXAMPLES OF CURSENTSTATL’S

In ~ddition to this Iistilig of gra~t awards and the projected initiation Of
operational acti~ities by the W regions, some specific examples of activities can
serre to illustrate the status of activities in the Regional Meftical Program and
how these activities reIate to achieving some of the major objectives of the
program.

P.L. tW-239 makes clear that activities under it are to be considered part of,
tmd contributors to the evolution of a system which establishes and strengthens,
on a regional basis, functional relationships among the elements of the health
system. Tile lsw ass~mles that only through such regional arrangements can
the health status of the patient benefit fully from the accomplishments of medical
science. The following examples show how these mechanisms have been ettective
or gire promise of being effective in influencing the quality of health care under
the following headings: 1) Cooperative Arrangements; 2) The Relationship of
Sciencw to Service; 3) Education and Training; 4) Demonstrations of Patient
Care; and 5) Experimental Projects.

1, COOIXratire Amangevwfit8
Regional Medical Programs are based upon voluntary cooperative arrange-

ments among all the health resources in each Region. These cooperative ar-
rangements characterize the type of regionalization with which this program is
concerned. The word “regionalization” in the context of Regional Medical Pro-
grams does not refer to the development of a rigid plan which has been imposed
frotn above. Rather, it stresses the process whereby local resources are joined
together to identify needs and opportunities, to asswss resources, to define objec-
tives, to set priorities, and then finally to implement a program and to establish
methods of seif-evaluation. Here are some specific examples of how such arrange.
ments can be expected to affect patient services directly.

Four hospitals in Lafayette, Louisiana, are pooling resources in cooperation
with the State Heart Association and one of the medical schools, to improve the
care of patients with myocardiai infarction in that area of the Region through
the establishment of a coronary care demonstration and training unit. The local
decision was made to concentrate on developing a high quality coronary care
unit in a single hospital. !l!hese varied institutions joined with the public to raise
private funds, recruit and train staff, and equip the unit. Although the invest-
ment of Regional Medical Program funds was limited, the cooperation engendered
by the program not only accomplished much, but also has served as a model of’
cooperative action to the Region.

The community of Anchorage, Alaska, in response to the needs identified by
the Washington-Aiaska Regional Medical Program for a high energy radiation
source closer than Seattle, Washington, is now conducting a fund raising cam.
paign. Solicited private funds will be used to construct housing for the equip
znent, which wiil be purchased by the Regional Medical Program. The treatment
center will be operated as a regional resource by the Providence Hospital, as
planned and approved by local and regional advisory groups. The decision to
support this activity involves cooperative arrangements at another level also,
for the National Cancer Institute conducted the on-site visit which gave assur-
ance of the sound scientific and professional basis of this project. The Anchorage
Building and Construction Trades Council, comprising some 14 unions have
taken on the. construction of the building as a project, thus contributing more
than one half the total cost from this one source.

One of the most meaningful associations sponsored by Regional Medical Prw
grams is between Vanderbilt University Medical School and Meharry Medical
College on the one hand, and the Neighborhood Health Center supported by the
Office of Economic Opportunity, located near Meharry on the other. Ckmsultants
from Vanderbilt are working with the faculty of Mehrmry and the staff of the
Health Center to provide comprehensive health care for impoverished comnm-
nities formerly without adequate care. In many other Regions similar collabo-
rateions between institutions of varying maturity and strength have resulted in
achie~ements heretofore difficult, if not impossible.

2. The Relof{on8hip of S@.cnce to ~er’oice
Tile complex problem of relating the more sophisticated and advanced ac-

tivities available in only a few institutions within a Region to the broader niwds
of people of the Region is a significant mandate for the programs. This task is
being carried out in a variety of ways.



71

The computer expertise and facilities of the University of Missouri aud the
previous work of the Public Health Services’ National Center for Chronic Dis-
ease Control, afe being used by local physicians to test the effect of the avail-
ability of computer-assisted and semi automated interpretation of electroca rdio-
grams on the care of patients.

The Iutermountain Region has an outstanding multidisciplinary research
group investigating computer application to clinical problems. Automated phy-
siological monitoring has been extended from the Latter-day Saints Hospital in
Salt Lake Oity to four other hospitals in the Region, through the use of remote
computer consol’es, allowing a more sophisticated level of treatment in these
hospitals. In this case, as in many others, the developmental work was sup-
ported by the N’ational Heart Institute, which now is jointly funding with Re-
gional Medical Programs the application of the teehnologie ndvances.

The latest and best in medical science exists also in institutions other than
universities and research institutes. Wisconsin has a death rate from pulmonary
embolism higher than the nation’s average, and in Wisconsin, the MarshEeld
Glixiic has a group esp%ially knowledgeable about thromboembolic disefise. The
Wisconsin Regional Medical Program is supporting a unit nt the Marsbtield
Clinic for the demonstration of the best techniques for diagnosis and non-si!rgical
management of patients with pulmonary embolism. The March field Clink lEM
established referral routea from five hospitals in the Region for emergency care
of patienti suspected of having pulmonary embolism. The effect of this unit has
already been made apparent by the increased demand from physicians througho-
ut the Region for educational services there. The unit already has treated
more than 30 patients, with results better than the national average-a distinct
improvement in patient care.

Research institutions are anxious that medical practice benefit from resemch
efforts. For several years, tlie Memorial Sloan-Kettering Cancer Center has ex-
tened its consultation and teaching programs out to the practicing community
in six hospitals. NOTV,through the New York Metropolitan Regionol Medical
Program it is able to expand its coverage to surrounding areas, and is planning
to include 28 additional hospitals so that the knowledge and talent of the Memo-
rial Sloan-Ketering Cancer Center can be made available to practitioners through-
out the area.

In many similar projects, Regional Medical Programs serves as n ~e!l!rle for
transmission of the latest scientific advances to the bedside.

3. Education and Training
Education and Training have been traditional methods of improring ci~l:llitY

in all fields. The emphasis in Regional Medical Programs has been to .s!:pport
education and training, not as separate isolated nativities, but rather in ternls
of recognized needs for the improvement of patient care services and as an in-
tegral part of other activities.

An example of the development of this type of training and edncntimml pro-
gram arose in the Rochester Region, -where 29 hospitals were faced n-i!h the
problem of establishing coronary care units. Through their Regirmd Medhnl
Program, they have been able to focus instead on the problems of gi-ril]g th~
best diagnosis and treatment to all patients with myocnrdial infarction in t!le
Region. A recently awarded operational grant will support training ;lnd con-
tinuing educational programs for physicians and nnrws to staff the i~nit.<.
the development of evaluation techniques, and tbe establishment of n coogl:l:lti,~n
resource in n community hospi~]o

The California Region plans to anticipate the newls for c{lmwticm nnd training
in a new community hospital to be completed within the next three years in the
Watts area of Los .4ngeles. A Post-Gradnate facnlt~ will be recruited non- find
.qxmsored jointly by the Charles Drew Meclical Soclet.v. the t’nirersity of Cali-
fornia in Los Angeles, and the University of Southern Cklifornin. Once built. the
hospital itself will mpport the faculty, but Regional Medical Program funds are
being sought for interim assistance.

Numerous programs are seeking to provide expert consultation on request,
These include making consultation available by telephone or two-way rxdio on
a 24-hour basis, a diaI access telephone-audio tape system in W’isfonsin. nnd a
medical jukebox in Albany which will show a variety of single concept 61US on
demand..
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.#.zw?wns tration.s of Patient (7are
Demonstrations of patient care are proving to be effecti~e in serving the goals

of the program, and have been a major expression of -Perative amangements
for the betterment of a particular situation.

Resources in Miszhmippi for the management of stroke patienta are limited.
Four intensive care beds for the demonstration of latest ad~ances and moderu
“i.wtential of Wroke care have been established under Regional Medical Progr~
The usual hospital cwsts am being supported f~m other sources but with tbia
hewly funded demonstration unit, physicians, nurses, and all allied ‘healbh pro-
fessionals have access to excellent training. The result of such training and “on
line” experience is already leading to improved care for stroke patients.

In Iowa, s different demonstration pattern is being used. Through the lowa
Regional Medical l?rogram, a atzwke team with physicians and allied health
competence is available for on-site consultation. This uni~ taken to the patient
pxwvides specitic consultation and comprehensive education for thw rewwneible
for continuing care.

In Smithville, Missouri, an entire community has enthusiastically beeome a
“demonstration project.” With the funding of a much needed rehabilitation unit
in that town of 2,500, vrhieh serves a population of 50,000, the imagination of
the community was captured. Impressed by the potential of Regional Medical
Programs, the town leaders sought and became a “demonstration sub-region”
for the Missouri program. Thus, over a dozen regional projects are now being
te&ed in SmithviUe.

There are many examples of units demonshating care of patienta wibh acute
myocardial infarction. The units are varied, Some are in small and some in large
hospitals. Some represent joint efforts bebween “Medical Centers” and outlying
hospitals. Some are administered by physicians while others are administered by
nurses. These models rwoguim the realities of manpwer shortages, and of the
signil?cant differences in the locales where patients are treated.

5. Eaperi?nental Project8
Regional Medical Programs are offering an excellent opportunity for the use

of information coming out of research into better methods for making available
the advan- of medical science.

North Oarolina is paying considerable attention to the special problems of an
area in the western part of the state known as the “State of Franklin.” For
example, seven hospitals in as many different communities are testing the fea-
sibility of a common Board of Trustees and a coordinated program to the extent
that they will request accreditation as one hospital by the Joint Commission on
Accreditation of Hospitals. f3eparately these hospitals, plagued with manpower
and facility shortages, face not only an uncertain futur~ but the knowledge
that they will have increasing difficulty in maintaining quality patient care. As
a result of the Regional Medical Program, these hospitals are now testing the
concept of a unique regional hospital organization which vvill make possible
the implementation of improved care in heart disease, cancer, and stroke.

The University of Michigan School of Engineering fa cooperating with the
IntermountainRegional Medical Program in a systems and operations study of
coronary care. Here we see recognition of the need for the health system to in-
crease the effectiveness and efficiency of care modalities. In this era when na-
tional attention is dircted to rising medical care costs, nny resoww and
types of expertise will be needed to minimize needless expense. Vermont is in-
volved in a modified cost benefit analysis of several health activities being ini:
tiated. The data collected should provide not only the Vermont Regional Medical
Program, but the health industry in general with information npon which deci-
sions can be made on substantive rather than intuitive bases.

Mr. Ro(mRs. Is there any particular emphasis giw.n in the regional
programs to the core city roblem ?

1!Dr. MARSmN. Yes, sir. T e program has tended to go more slowly
in the very lar e, complex urban areas, I think, probsbl y for the same

%reason some ot er programs there have gone more slowly. But there
are some ke examples of our activities in urban areas.

YIn the Ca ifornia region, the Watts group is working on a program
with UCLA, the local chapter of the National hfe&cal Association,
and USC.
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The Tennessee-Midsouth region, in Nashville, is su portin a pro-
!i’” %gram in combination with OEO—I could give you a wt of t ese.

Mr. ROOERS.Let us have a list of these, and what hospitals in these
areas are involved and the personnel involved.

(The following information was received by the committee:)

DEFABTAfENTOF HEALTH, EDUCATION,AXD WELFARE STATEMENTON REGIONAL
MEDICALPMWMM EFFOBTS DIRECTEDAGAINST TEE HEALTH PRoBLEbfs OF THE
INNEB CITY

In August 1967, the National Advisory Council on Regional Medical Programs
issued a statement which gave consideration to the health problems of metro.
politan areas and their inner cities. While recognizing the complexities of the
urban environmen~ the Council stressed the responsibility of Regional Medical
Programs to contribute to the solution of health problems there. In addition,
it recommended. that an appropriate group of national leaders be named and
called together to consider how the attention of Regional Medical Programs
could best be focused on the issue.

In response to the statement and to the Surgeon General’s memorandum of
October 9, 1967 “Improving the Health Status of the Urban Poor,” a meeting
was held on Xo~ember 16, 1967 to consider the problem. Among those persons
invited to attend were hospital representatives, RMP coordinators from urban
areas, health planners, representatives from OEO, medical school officials and
physicians with responsibility for the provision of care to the urban poor. The
discussion concerned the need for immediate action to reduce the health status
differential which now exists, the need for experimentation in the methods of
delivering ilealth care, and the need for coordinating the activities of diverse
groups which provide health care services in the inner city as well as specific
approaches and projects which might be undertaken.

.kt the local level, Regional Medical Programs which include major metro-
politan nreas have developed varied approaches to solving these problems. These
efforts inclu{le cooperative arrangements between hospitals, health departments,
medical schools, roluntary agencies and practicing physicians to meet the health
needs of the poor. Examples of these approaches now under development or in
operation can be summarized as follows:

California Regional Medical Program has established a subregion covering
the Watts-Willowbrook area of IAJS Angeles which will facilitate the develop
ment of activities aimed at meeting the specific needs of the people there. Through
the Regional Medical Program, the University of Southern California School
of hfedicine and the UCLA School of Medicine are cooperating with the local
Charles R. Drew Medical Society (an affiliate of the National Medical Associa-
tion) in establishing a post-graduate medical school at the Southeast General
Hospital now under construction in Watts. This school will provide back-up
services to the OEO neighborhood health center in the area, develop training
programs for allied health personnel, provide stimulus for additional physicians
to enter the practice within the community and will develop training programs
for physicians already there. California Regional Medical Program has requested
funds for partial support of the school in the early stages of development. In
addition, work is now underway at the University of Southern California School
of Medicine on the application of cancer case finding methodology to po~erty
groups.

New Jersey Regional Medical Program has organized an urban health unit
within their office and has established a Task Fozce on Urban Health Services
under the chairmanship of Mrs. Anue Somers, a member of their Regional
Advisory Group. Membership on the Task Force includes representatives of the
~New Jersey Hospital Association, the New Jersey State Department of Com-
munity Affairs, county medical societies, local OICO CAP programs and other
groups. The function of the group will be to stimulate and review projects for
improving the a~ailability of health services to persons liring in urban ;Ireas of
the state, particularly low income groups. The group currently is mor!<ing on
the development of hospital based group practices at Middlesex Genernl I1ospital
in New Brunswick and at West Jersey Hospital in Camden, as demonstrations
of improved systems for patient care for heart disease, cancer and stroke.

‘l’he New Jersey Regional Medical Program will assign a coorciinator/planner
to the Model Cities offices in Trenton, h’ewark, and Hoboken. The function of
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these persons wilI be to gather data on services and the facilities available fOr
peOple suffering from heart disease, cancer and stroke; to pro}ride liaison be-
tween Regional Medical Programs and the Jlodel Cities programs; and to assist
the Model cities odices in developing a program of health services for the cO~
munity which will be consistent with the overall goals and objectives of the
Regional Medical Program.

Tennessee-midsouth Regional Medical Program hag developed a number of
projects which affect the health care of the poor in h’ashville. Coronary care
units wi~l be established at Nashville Metropolitan General Hospital and Hub-
bard Hospital, which serre patients hmgely drawn from an indigent population.
Meharry Medical C@ege will conduct continuing education programs for Negro
physicians and will establish a supervoltage radiation unit to improve cancer
therapy in the community and improve graduate and under-graduate radiology
training. In addition, there is a project to test the effectiveness of multiphasic
screening examinations in the early diagnosis of heart disease, cancer and stroke.
Meharry will establish a screening center which will operate in support of d
comprehensive neighborhood health center funded by OEO and will serve a pop-
ulation of 18,000 people. The test population and a control group will be evaIuated
and compared with reference to changes in morbidity, patterns of utilization of
health services, health attitudes and cost per patient diagnosed.

Tri-State Regional Medical Program received a planning grant in late 1967
and is only now becoming completely organized. Since that time Dr. Norman
Stearnes, Program Coordinator, has been involved in a number of meetings where
he has made known Regional hledical Program’s interest in working to improve
the availability of health services to the urban poor. He also is serving on an ad
hoc committee formed in Boston by Blue Shield to discuss the planning of home
services and will sit on the Health Services Advisory Committee to the Boston
City Department of Health and Hospitals. At this time, there are two projects
for earmarked funds under development in the Boston area, a stroke project at
the New England Medical Center which will have a tie-in with the Columbia
Point Neighborhood Health Center and a hypertension project being developed
by Dr. Edward Kass of the Charming Laboratory, Boston Department of Health
and Hospitals.

Illinois Regional Medical Program has established a number of formal and
informal contacts with nersons in the Chicago area responsible for urovidinz
health services to the in~er city including D~ David Gr~eley, Associ~te Dire;
tor, Chicago Board of Health and Dr. Mark Lepper, Vice President, Presbyterian-
St. Luke’s Hospital which operates an OEO financed neighborhood health cen-
ter. Now in the planning stage at Presbyterian-St. Luke’s Hospital is a com-
munity hypertension detection program which will be focused on the Mile Square
area of Chicago. Included would be evaluation of case finding methodology, ef-
fectiveness of treatment, nurse interviews with patients and an analysis of the
interaction of the program to the community.

Michigan Regional Medical Program: At its recent February meeting the Re.
gional Ad?isory Group of this program formally adopted a statement for prior.
ities for Regional Medical Program action which reads in part “the first priority
for Regional Medical Program supPort will be given to those projects which are
concerned with the improvement of the deIivery system of health care including
such aspecta as (a) improvement of the delivery system of health care to low
income groups; and (b) innovations and improvements in the utilization of
manpower . . .“ Under-way is a planning project supported jointly by Regional
Medicnl Programs andthe State Health Department (Project ECHO) for gather-
ing data on the health needs in depressed areas of Wayne County, Michigan.

VVayne County General HospitaI has submitted a project to study the use of
subprofessional workers to assist the physician in patient care and will design
and establish training for such persons recruited from the local community.
Wayne County General Hospital serves the indigent population of Wayne County
andislocated adjacent to alargeindigent group in western and southern Wayne
County, Michigan.

Inadclitioll, Regiollal 31edical Program stafiat lVsyne State Uni~ersity School
of Medicine is working to establish liaison with urban health programs in
Detroit including OEO andhIodel Cities. The 13xecutiveDirector of the Detroit
Urban League has been named to the Wa yne State AdvisolT Group.

Indiana Regional hIwlical Program is working with Flanner House, a volun-
tary community agency in Indianapolis to develop a multiphasic health screening
pxogram for low income population gronps. With State and locnl support the
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Regional Medical Program is conducting planning and feasibility studies to
determinethe types of screening procedures which will most effectively rencb
target populationgroups and which can in part be administeredby ]weviou.sly
untrainedPersonsfrom the community who have received on-the-job trfiining.

New York MetropolitanRegional Medical Program has made specific assign-
ments to membersof their core staff for maintainingliaison with community
mentalhealthprograms,OEO and Model Cities.Particular effort has been made
to develop a working relationshipwith the Provident Clinical Society, the mov-
ing force behindan OEOhealthcenter in Brooklyn and as a result the president
of this organization has recently been appointed to the Regional Advisory
.Group.In upper Manhattan,the Regional Medical Program is practicing with
representativesof the A’ationalMedical Association, ColumbiriUniversity Col-
lege of Physiciansand Surgeons,liount Sinai School of Medigineand St. Lulie’s
Hospital in the developmentof continuimzeducation rrograms for unaffiliated
physicians.The Regional Medical Progra& is also takfngleadership in co-spon-
soring a conference on health careers for the underprivileged to bring together
all interested forces in the area to develop a coordinated program. .41s0 in the
developmental stage, are several projects for earmarked funds including a
pediatric pulmonary disease center at Babies Hospital, a feasibility study for
the development of screening and treatment of stroke patients at Harlem Hospital,
and a mobile coronary care unit to operate out of St. Vincent’s Hospital in
Greenwich Village.

Metropolitan Washington, D. C., Regional Medical Program will establish a
stroke station at Freedman’s Hospital, the teaching hospital of Howard Uni-
versity Medical School. The project will improve the care” of patients from a
predominantly Negro population group by setting up an intensive care stroke
unit in the hospital and by developing extensive follow-up services for stroke
patients. The unit will be used for training medical students, area physicians,
nurses and paramedical personnel in the latest techniques of stroke management.
There will be research studies undertaken. on diagnostic methods, epidemiology
and the cultural, behavioral and socio-economic consequences of stroke. Also
submitted for review are stroke projects to be operated at George Washington
University Hospital, D.C. General Hospital and Glenn Dale Hospital which
would combine university and D.C. Department of Public Health efforts.

Missouri Regional Medical Program will establish at Kansas City General
Hospital a special diagnostic and treatment unit for patients with cerebrovas-
cular disease. Approximately E@ patients a year will be referred from the
emergency room, outpatiefit department, clinical services of the hospital and from
physicians in the surrounding communities. Kansas City General Hospital serves
the majority of indigent patients in the Kansas City, Missouri area and will
provide the back-up to an OEO neighborhood health center now under develop-
ment in the community. Missouri Regional Medical Program mid Kansas Re-
gional M4ical Program have also established a greater Kansas City liaison com-
mittee to review and coordinate the activities of both programs in the metropoli-
tan area.

Georgia Regional Medical Program has submitted for review a project for
the development of a community hypertensive control program, to determine the
most effectire methods to identify symptomatic hypertension in an urban racially
mixed community in Atlanta. The project which would be conducted br the
Georgia State Health Department would assess the most effective methods to
achieve good blood pressure control in these hypertensive, train lay blood pres-
sure aids. and determine whether a community program in hyperter!sion control
is economically feasible using public health methods.

Al!r. ROIXRS. what shout the rural areas?
Dr. Sf.\wro:{. I think things have teri[lecl to move more rapidly in

the rurxl areas.
31!r.Romms. Let us hn}~ea brenk(lown there, too, please.
(The following information was receivecl by the committee:)



76

DEPARTMENTOFHEALTH,EOUCATION,ANDWELFASESTATEXENTOX OPERATIONAL
PEOJECTSAFFECTINGRuaAL Am.As

ALBANY REtlIONALMEDICAL PBOOSAM

Many of the Albany operational activities will serve to enhance the capabili-
ties of health profemionals in the rural areas. By bringing professionals from
small communities into the medical center for continuing education and by im-
proviug communications between the medical center and the communities they
hope to raise the level of patient care in those communities. The following proj-
ectE involve rural areas:

Operational Projects

1. l’wo-way Radio CWn?n!dcation W8tem: Direct Uo8t, $I44,1OO
This project will expand an existing twwway radio network to include 57

hospitals and 24 high schools. It will provide continuing education for physicians
and allied medical personnel. It will also provide information and education pro-
grams for administrators, members of boards of trustees, voluntary health agen-
cies, adult education classea, and selected civic groups.

2. Commuwitv Information Goordinator8: Direct (?08t, $73,800
Formerpharmaceuticalrepresentativeswill be used to contact local physicians

to tell them about Regional Medical Programs and to evaluate their attitudes
towards R.MP.

8. Communitg Ho8pital Learning Center8: Direct Cost, $75,800
This project will establish learning centers at community hospitals using

“Self Instruction Units” and audio-visual equipment for rapid dissemination
of new medical knowledge. Eventually, the directors of this projeot hope to
e}-aluate physician progress. InitiaLly, 8 hospitals will be involved.

~. Community Ilo8pital Coronary Care Training and Demon @ration Program:
Direct Go8t, $55,400

This projeet will establish coronary care units of three beds each at three
community hospitals: Pittsfield General, St. Lukes, and Vassar Brothers. These
will serve as demonstration and educational projects for other hospitals in the
region. A continuing educational Program will serve the permanent Unit StatY
and staffs from smaller hospitals.

5. Training and Demonstration Project, Inten8ive Cardiao Care Unit Herkimcr
3fentoriaZ Hospitah Direct 008t, $S,500

The initial phase of this Project is to train 6 or S nurses from small community
hospitals in cardiac anatomy and physiology, coronary disease, the principals and
stafing of a cardiac intensive care unit, and in handling the complex equipment.
These nurses will also be sent to Albany Medical Center for active training wifi
specialized equipment.

INTEBMOUNTAINBEKUONAIJMEDICALPWORAXl

The Intermountaiu Regional Medical Program ha’s essentially three types of
projects for remote communities. Several projects are educational involving the
training of health professionals who are brought into the medical center. Other
projects send specialists from the medical center to the small communities to aid
local physicians with specific areas of patient care. A third type involves the use
of electronic monitoring equipment which transmits physiological signals from
patients in remote areas to the medical center for interpretation. A listing of
these projects foIlows.

Operational Projects

2. Xctmork for Continuing Educat$on in f?t?art Di8ease, Cancer, Ntroke and Re-
Zaied Di8ea8e8:Direct Cost, $243,fJoo

The objectives of this program are to develop a communications network be-
tween patient-care and research institutions to encourage liaison between health
care personnel in the area. The currently existing 2-way radio systems, including
11 hospitals in 7 communities in or near Salt Lake City, will be extended to
remote hospitals to serve as one link. Closed circuit TV and use of KVED ( Uni-
versity of Utah education TV) is also planned. This may establish the community
hospital as the locus of continuing education.
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2. Information and Communications Erchange service: Direct Cost, $~0,300
The CIES is a region-wide clearing house for information about lRMP, Staff

will be put in 10cal communities to act as public relations representatives and
also to distribute information to medical personnel and the pnblic. The community
staff will also gather informs tion on community needs and resources and serve
as a station for collecting economic, social, and medical data.

.3. t7ardioputmonary Re8u8citation Training Program: Direct Cost, $63,~00
The University of Utah will give a 3-day course in resuscitative techniques to

selected physicians from small communities. Each physician will then be responsi-
ble for teaching the techniques to health personnel in his community. This re-
suscitation consultant will also collect data about the number of times resuscita-
tion is employed and the results.

J. A Training Program in Intensive Cardiac C’are: Direct Cost, $ll&600
A core faculty of experts in using Cardiac Care Units and diagnosing and treat-

ing heart disease will teach short courses in their subjects. The students will be
interested physicians and nurses from community hospitaIs buiiding coronary
care units.

5. Training for Nurses in Cardiac Care and Cardiopulmonary Resuwitation:Direct
cost, $8.j,ooo

This is an integral part of both the cardiac care and cardiopulmonary resuscita-
tion programs for physicians (#3, #4). h’urses trained in Salt Lake City will re-
turn to their communities to serve as a core faculty for teaching the techniques
at the local ievel. The nurses will work closely with the similarly trained
physicians.
6. Visiting Consultants and Teacher Program for &%naltCommunity Hospitals:

Direct Co8t, $14,800
Small communities will be given the option of requesting one or two-day clinics.

A minimum number of four cardiac patients will be required. These clinics will
upgrade the level of care of victims of heart disease living in a remote area. Visit-
ing physicians will assist the local physician in a precise diagnosis of his patients.

7. A Regional Computer-Ba8cd System for Monitoring Pl~U8iolagic Data on-line
from Remote Ho8pitals in the Regionat Medical Program: Direct Cost,
$6S7,100

This project’s purpose is to test the feasibility of using a central computer to
process a variety of physiological signals generated by patients in remote hos-
pitals, feeding the results of calculations from these signals back to stations with-
in the hospitals, and using the information for diagnosis.

8. Cancer Teaching Project: Direct Co8t, $94,300
This project attempts to upgrade the level of care available to local communi-

ties. The co-ordinator will direct a program of physician education to create
trained cancer specialists who, in turn, will become centers of cancer informa-
tion in their local communities. The physicians will receive a small stipend for
teaching and obtiining information. A region-wide tumor registry will be started
as will a training program in new techniques for pathologists.
9. Stroke and Related Neurological Di8ease8: Direct C08t, $98,700

This project will establish clinics to bring expert consultation service in stroke
and related neurological diseases to Iwal communities; will provide continuing
education to local physicians and nurses; will collect data about stroke patients
seen and the problems they present to the practitioner. A 24-hour telephone
consultation service and information library service will be maintained at the
Utah Medical Center to provide community physicians with immediate advice.
In addition, practicing physicians will be traiwxl at the medical center in the
latest diagnostk and treatment techniques. The courses will last from 4 weeks
to one year.

KANSASEEOIOXALlfEDICALPBO+3RAM

The Kansas Region is emphasizing cardiovascular care in ita rural programs.
In addition it is setting up a comprehensive model training program in a sma 1]
community, The projeet descriptions follow:



78

Operational Projects

1. Educat io]l P~ofJra nl.s-Grcut };cILI, Iian.~ag: Direct Cost, $261,000
TO de~elop n model educational progrrrruin tiris small eomlnunity a full-til]l(

faculty, which will be ntliliated with the Kansas Medical Center, will be i]
residence. Inclnderl in this comprehensive probwam rrre plans for coutiuuin,
physician and nurse education and cliuicat traineeships for health-relrrtwi I,,:]
sonnel. Studies will be made of community needs, resources, etc.

2. Cardocascular Xflr8e Training: Direct Cost, $.98,500
TO derelop an in-serrice training program to prepare nurses, W11Oare till

mainstay of coronary care rmits in community hospitals, with brrsic ph.vsiologim
knowledge of colon~ary mre, ability to use instruments and equipment in cor[,
nary care units, experience in home care, and familiarity with social age!~~:it,
that can aid in the rehabilitation of patients.

3. Carrlio~ascuJar Work Evaluation: Direct Cost, $21,100
This project will demonstrate the Cardiac WorlCiJvaluation Enit ancl show it

usefulness for the evaluation and rehabilitation of the patient. It is rlevelolJiu
an effective technique for showing physiciarrs and the community at large tb
ability of patients to return to work after reeeiving the appropriate rehabilitation]

MISSOURIREGIOXALMEDICALI?ROGRA.M

The Missouri Regional Medical Pro~gam operational activities involve projecd
directed toward improved screening teduiiques, early disease detection a H
rapid diagnosis, and more effWflve delivery of services. These are mwrd inate

with automated systems for transmission of inf Ormation and health data to a:
physicians and community hospitals in the treatment of patients with heal
disease, cancer, stroke and related diseases. Six projects focus on the healt
needs, the care of patients, and training of staff for rural communities.

Operational Projects

1. Srnitlwille Communitg EeaUh ~er~ice Promwm: Direct COAV,$ZO0,957
To establish a model cwmmunity health service program including continuil;

education and training programs and health education for the public; emergen[
intensive and restorative care facilities; home care programs; public hea lt’
preventive medicine, and school health; coordinated with voluntary health age:
ties. Program centered around Smithville (population of 3,500) and to inclu~
about 50,000 persons in Clay County. Activities are centered arotmd Smith ui~
Community Ho8pitat (’75 beds), and the group practice clinic as a nucleus.

.2. Nultiphmic !!’esting of an Anzbul@t Population: Direct Cost, $~?l,J71
To establish centers for performing series of diagnostic laboratory tests 1

identify the most useful tests feasible for screening large rural pop ula tic
groups; determine the different patterns for ill and healthy populations as s
aid in detection of heart disease, cancer, and stroke in preclirrical stages. Mod
test centers will be established at the University Medical Cerlter, Columbia, t}
State Mental Hospital and a third is planned for the S’mithuitte complex.

8. lIas8 Screening-Radiology: Direct Cost, $X~,S14
To improve tire accuracy of radiologic diagnosis of heart disease, wincer a]

stcoke through electronic communications media. Three small rural hospitals w
be hooked into the University of Missouri computer and Department of Ra~
ology; to evaluate diagnostic efficiency and determine applicability of ult r
sound and thermography in diagnosis and therapy.

~. Comprehensive Cardiovasct{lar Care Unit8—t3print7field, Miseouri: Dirt
C08t, $69,347

To develop a comprehensive care unit for grouping patients with heart d
ease or other circulatory system ilhrea~ or who have been admitted for oth
purp@ses but require close cardiac observation. The project is to be undertak
at hospitals without a hon8e stafl, where it is hoped that grouping of patien
will relieve the workload for nurses on general medical and surgical wart
Springfield (a community of over 100,000) has 4 general community hospits
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ranging in size from 34 to 511 (a total of about 1,200 beds). St. John’s Hospital
medical stall and Greene County Medical Society are coordinating activities with
310CSI hospitals in Springfield.

5. .4?{tomated Eleotrocardiographg in a Rural Area: Direct Cost, $369,000
To provide hospitals and physicians in rural areas with automated facilities

for transmitting electrocardiograms and an automated system for analyses of
ECG’S; to demonstrate the feasibility of such systems where this service is
limited or non-existent, and to develop, test and implement the use of bioengi.
neering signals as an aid in diagnosis.

6. Operations Re8earclt and Sg8tems De8ign: Direct Cost, $39,055
To develop systems concerned with testing “early detection” hypothesi~

Zerelop operational methods of early deteotion tests for a large rural population,

MOUNTAINSTATESRE1310NALMEDICALPROGRAM

Operational activity in the kfountain States Region is specitlcally designed
to benefit small hospitals in mral areas and to train health professionals from
rural areas.

Operational Projects

1. In ten8ive Coronary Care in Small H08pita~8 in the Region: Direot Cost,
$206,91S

Hospitals in the region will send registered nurses into St, Patrick’s Hospital,
Mis.souls, Montana, for coronary care training. This three-week course will be
offered three times a year for 21 nurses, and there will be follow-ups at the home
hospitals four times a year. In addition, a 4-day training program especially
designed for small town physicians will be held at the University of Montana
four times a year,

NOBTECAEOLJNAREGIONALMEDIOALPROUSAM

In North Carolina there are 10 funded operational projects all of which have
a direct effect upon hospitals, health professionals, and patients in rural areas.
Some are conce~ed with education and traking of physicians and allied health
personnel, and others with patient care. All of them are designed to bring the
1atest scientific advances down to the community level. The projects are listed
as follows :

Operational Projects

1.Education and research i?? community medical car+direct C08t, $209,200
To develop resources for training more medical and allied medical students;

to pro~ide new types of educational experiences which will make family practice
more attractive; to have a postgraduate education program at the medical
school; to strengthen ties between the medical school faculty and practicing
physicians; and to have the medical school become involved in community plan-
ning for improving the quaiity and availability of medical care. Affected by this
project are the following groups: the University Community; the Caswell Cannty
Rural Health Services Project; the Regional Health Council of Eastern Appa-
lachia, Inc.; the State of Franklin Health Council, Inc.; the Charlotte Memorial
Hospital; the Moses Cone Memorial Hospital, Greensboro; and the Dorothea Dix
Xeurornedical Service,

2. f’oronar~ care training and development — direct co8t, $55,9S8
To use the project as a medium for developing cooperative arrangements among

the rarious eleme~ts in the health care community, Initial and continuing educa-
tion will be provided to nurses and physicians in community hospitais, consulta-
tion -will be available to hospitals in establishing CCU’S, and a computer-based
system of medical record keeping will be developed. This project has led to new
working arrangements: (1) between the university medical centers; (2) be-
Iweenmedical and nurse educators; (3) between doctors and nurses in commu-
nity hospitals; (4) between university medical centers and community hospitals,

S. D iabetio consultation and educational 8ervice&-direct co8t, $132,081
To establish three medicai teams to deliver services throughout the state; to

as~:~t in expansion of diabetic consnitations and teaching clinics; to provide
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seminars for physicians and teaching ~e~~ion5 for nurses and patients; tOaSSiSt
in OWmhf.iOn of a State Diabetes Association and local chapters; to test t~h-
niques of data collection. Many ~ple of different ~~ipliues in many COIUUIUni.
ties are involved in this project.

~. Deoe?apmcnt of a cenfrcl cancer regi8trg–direct cost, $66,615
TO devise a uniform region-wide cancer rewrting system, integrated with the

PAS, the computer-stored data from which can be retrieved to serve a broad
range Of educational, research, statistical, and other purposes, The fOllO~irIg
hospitals are participating in the first year of the proj~t: Duke University Medi-
cal Center, North Carolina Memorial Hospital, h’orth Carolina Baptist Hospital,
Charlotte Memorial Hospital, Veterans’ Administration Hospital, Watts Hospi-
tal, Hanover Memorial Hospital, Southeastern General Hospital, Craven County
Hospital. In subseq[lentyears the registry will be expanded to include all hOs-
Ditalsand physicians in the region,

5. Medical library extension scrvicc-direct cost, $25,839
To bring medical library facilities of the three medical schools into the daily

work of those engaged in medical practice. Local hospital personnel wili be
trained to assist medical staff; libraries will be organized into a functional unit
for responding to requests for services. Bibliographic request service will be
established.

6. Cancer information center-direct cost, $41,716
To provide practicing physicians with immediate consultation by telephone

and follow-up literature. Each of the three medical schools will be responsible
for providing service in its geographic locale. The aims of this project are two-
fold: f 1) to assist physicians in providing optimum care of patients with cancer;
and (2) to continue the education of the physicians by giving new informs tion
in a patient-centered experience.

7. ContWWg edncatian in intermzl medicine—direct cost, $3$,31.9
To bring practicing internists from all over the state to the Medical Center

for a month of up-to-date training in their subspecialties. They will share respon-
sibilities with attending physicians and make ward rouuds with students, staff,
and together. TMs experience shouid enhance the appreciation in the University,
both at faculty and student levels, for the expanding role of the medical center
for the quality of care in the community.

8. Continuing education in dentktrv—direct ooat, $67,508
TO provide physicians and dentists with the knowledge of mutual concern which

will enable them to be more effective members of the health team. Courses will
be given at the University of North CaroIina and in communities. Studies will
be made of facilities needed to provide dental care in hospitals. The purpose of
this project is to insure that as many patienta as possible who suffer from heart
disease, cancer, stroke, or a related disease recwive appropriate dental care as a
part of their comprehensive treatment.

9. Continuing educatio?t for pht.tak?altherapi8t8-direct cost, $$7,838
To develop and establish regional continuing education programs for physical

therapists in order to strengthen physical therapy services for patients in all
parts of the state. Subregions will be delineated where needs and interests will bf
identified and committees wiil be organized to arrange local activities.

10. The estabZi8hment of a network of coronmy care unit8 in small comnzunitt
Jlospita18in Appalachia, North Carotina-direct co8t, $9S?,019.

This is a proposal to develop coronary care units in seven hospitals in thi
rural, mountainous area. RMP will supply the monitoring equipment (the hospj
tal provides suitable space) when adequately trained physicians and nurses ar
available. An intensive training course for physicians will be conducted in th
geographic region, and continuing edncation programs will be conducted whe
necessary.

TEXNESSEE MID-SOU’IHREGIONALMEDI(’.\LPRO13RAM

Due to the geographical dirersity of the region, the Tennessee Mid-Sonl
Regional Medical Progrmn hfis been concerned with both the health prob]en
of the urban poor as well as the herdth problems of remote rural areas. T1
Tennessee program has sought solutions to these and other regional program



81

through a system of linkages between the medical centers and the rural areas. In
addition to providing programs to allow medical personnel and practicing physi-
cians from rural community hospitals tQ come to the medical center for training
courses, the Tennessee program has endeavored, through the use of modern corn
munieation techniques, to create medical education resources in the rural areas.
The Hopkinsville Education Center and the deployment of coronary care units
are two examples of such projects.

Operational Projects

1 and 2. Eopliinsvitle Education Center and Chattanooga Education Center—
direct ~08t, $7.9,700

These are the first of the local continuing education centem specilied in the
Vanderbilt plan. At each hospital, a full-time Director with an appointment at
Vanderbilt and an assistant director will supervise resident and physician educa.
tion in their area. Their services wiIl be available to physicians at smaller corn,
munity hospitals in each area, as will the enlarged hospital library facilities. The
Chattanooga and Hopkinsville locations provide the basis for looking at problems
in continuing education in urban and rural settings.

3. Franklin Coro?umtI Care Unit-William80n County Hospital--Franklin-
dfrect co8t, $31~00

Thisis one of the subsidiary units mentioned in the Vanderbilt proposal. This
is primarily a pilot project to study the feasibility and usefulness of establishing
a center in a small community hospital.

~. Ct~m;M&lc Corowry Care Unit—ClarksvULc Memorial HospitaLdirect cost,

As th~ Franklin program, this project is a subsidiary of the Vanderbilt pro-
POW1. Since this hospital has been operating a uni~ the plan calls for its expan-
sion, continuing education and a phone hook-up to Vanderbilt.

5. HU~aW @ronarg Care onit—blurra.y-cal~oway (@. ) County Ho8pital:
Direct Co8t, $38,800

Murray -Callowly County Hospital, the training center for Murray State Uni-
versi~ school of nursing, will serve as a demonstration center for the sub-region.
Direct phone communication will be established with Vanderbilt which will send
consultants from its school of continuing education. This project has the dual
objectire of relating the Murray State Nursing program to an established medi-
cal center and providing regional training resources to a remote area.

6. Cro88ville Coronary Care Unit—Upland8 Cumberlund Jfedical Center Cro88.
w“W?.’Direct Co8t, $.28,300

This project has two purposes: (1) to establish a tw”&bed coronary care unit in
the hospital; and (2) to determine the feasibility of operating aente coronary care
units in rural areas. The hospital -will cooperate with Mid-State Baptist Hospital
and Vanderbilt

7. Tullah.oma Coronarg Care Unit—Harton Mem orial Hospital, Tullalt oma, Tcnn.:
Direct Co8t, $28,800

See Baptist Hospital Program.

S. Project to Improce Patient Care in a Remote Ifoantain Communify by Recruit-
ing and Training Health Aide8 for a New Extended Cove FacilitU—Scott
County Hospital—Oneida, Tcnn.: Direct Co8t, $10,300

Manpower shortage in this isolated mountain hospital is critical, Personnel to
man au extended care facility now under construction will be obtained by two
methods: (1) In-service training for hospital personnel; (2) an educational di-
rector (an RX) to serve as a liaison to the high schools to encourage young peo-
ple to enter the medical field and come back home to practice. In addition a
training program leading to the LPN would be initiated. Clinical training will be
supem-iwd by the Educational Director while local high schools provide basic
training.
9. Hopkins uille coronary Care Unit--Jmnie S1aart Mcmoriai Ho8pital—Hop.

?;insrittc, KY,: Direct Cost, $49,500
This plan is similar to the Franklin plan, except that it mentions establishing

links to smaller community hospitals by helping set up smaller care units in them,
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thlls providing for the grouping of rural community hospitals for more etficient
use of existing resources.

WASHIXGTOh”-ALASKAREGIONALMEDICALPROORAM

The Washington-Alaska Regional lfedical Program operational projects con-
cern themselves largely with continuing education and training activities to en-
hance the medical and param~ical capability. They focus on communications
techniques and instruction materials and methodologies which are adaptable to
the far flung and remote communities in the vast Sate of Alaska and the many
scattered rural communities in washingmn Stite. Severai projects are being con-
ducted to improve the health manpower resources in communities with limited Or
no specialt~ health services, which are distant from a major medical center.

Operational Projects
~. CeJliri71 Washington--Communicat ion Sgstem for Continuing Education for

Pl~ysician8: Direct Cost, $18,181
TO bring the medical resources of the University of Washington to physicians

and community hospitals in Yakima, who in turn will act as consultants to sur-
rounding smaIIer communities through seminars and conferences, educational TV,
other audio-visual instruction; and exchange of teachers and practitioners. To
connect internists in Central Washington to Yakima cardiologists via EKG tele-
phone hot-line, to permit quick analysis (starting with 5 community hospitals).
Yakima is a community of about 45,000. The total population in 6 Central Wash-
ington counties exceeds 300,000. In addition to three general hospitals in Yak.
ima—St, Elizabeth, Yakima Valley Memorial, and New Valley Osteopathic-nine
other community hospitals to be reached initially are located in small rural com~
munities of EIIensburg, Moses Lake, Othello, Toppenish, Presser and Snnnyside,
(population ranges from 500 in Moses City to some 8,600 in Ellensburg. )

2. ,Sovfli east Akmka-Postgraduate” Education: Direct Cost, $27,062
To improve communication between Seattle Medical Community and the uni.

versit~ to alleviate problems of the isolated physicians in southeast Alaska cities
and communities: Juneau, Sitka, Ketchikan (3 largest), As in Central Washing-
ton several methods will be used such as telelectures, consultant services, semi-
nars and the EKG hot line to hospitalsin Juneau,Sitka and Ketchikan,The popm
lation in these 3 cities totals about 17,000.

.% Postgraduate Preceptorship for PhtJsician9-t70ronurg Care: Direct Cost,
$17,610

A pilot project to provide opportunity for practitioners from remote and iso-
lated communities to spend a week or more under a preceptor at major medical
centers to study advances in care of coronary heart disease and carry out these
practices in their communities. The 4 major medical centers in Seattle are Provi-
dence Hospital, Swedish Hospital, Virginia Mason Hospital and Medical Center,
and LTnirersity Hospital and Metilcal Center and two in Spokane are Deaconess
Hospital and Sacred Heart Hospital.

4. Cardiac Pt{lmonarg! Technician Training: Direct ~08t, $41,554
Derelop a formal program for training cardio-pulmonary technicians to per-

form non-critical function in coronary care units and free physicians for other
duties. Four larger general hospitals in Spokan+Deaeoness, Holy Family,
Sacred Hearfi and St. Luke’s—will participate in th’is training program with
SpokaneCommunityCollege.
5. Two-wag Radio Conference and Slide Presentation: Direct Co8t, $8,445

Six pilot programs on heart, cancer and stroke topics to be transmitted via
two-way radio-telephone slide conferences, to physicians and hospital staffs on
topics selected by panel of physicians, starting with 20 hospitals in Washington.
To explore poteutial for continuing network series with local and remote regions.

6. Ala8ka Ucdical Library Faoilitie8: Direct Cost, $g1,754
To develop a commnnity medical library for Alaska at the PHS Alaska” Native

Medical Center, Anchorage for Alaska physicians and health related staffs and
agencies; to have close ties with community agencies, Arctic Health Research,
University at Fairbanks and to supplement continuing education project for
Southeast Alaska and the Anchorage cancer project.
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WESTERN’NEW YOBKBEGION.ALMEDICALPRoGRAN

Both of the programs in the Western Ne”wYork region have a direct effect upon
bospitak+, health professionals, and patients in the rural areas. Particular emphw
sis will be placed upon involving community hospitals au d on training nurses
from community hospitals in rural areas. The projects are listed as follows:

Operational Projects

1. Tt&J-JVay CommunicationsNetwork: Direct Co8t, S170,.519
A two-way communication network will link hospitals of Western h’ew York

and Erie County,Pennsylvaniato the ContinuingEducation Departmentsof the
StateUniversityof New York at Buffalo and the Roswell Park Memorial Insti-
tute.The network will serve several purposes,such as continuingeducation for
physiciansand the health-relatedprofessions,public education, administrative
communication,consultation with experts, and contacts among banks. lt will
assistboth the physician and community hospital in either the rural or urban
environmentin having at their fingertips the latest advances in the diagnosis
rindtreatmentof heart disease,stroke, and cancer. Particular emphasiswill be
placed upon involving rural hospitals in this program thereby imProving b~tb
theirdidacticand restorativefunction.
2. 6’oronary Care Program: Direct Cost, $127,544

This project will test a training technique for providing qualified nurses who
will be required to staff developing coronary care units in the Region. Approxi-
mately 80 nurses will be selected from all parts of the Region for a combined
academic and clinical course. It is planned that the nurses receiving this train-
ing will return to both rural and urban hospitals for the purpose of providing a
diagnostic and didactic function, While the program will he housed at the ruedi-
cal center, the community hospitals of this region will be the benefactors of the
project. Since there are few nurses trained to work in coronary care units. par-
ticularly in the rural environment, special attention will be paid to attracting
nurses who will return to the community hospital.

WISCONSINSSGIONALMEDICALPBOQRAM

Four of the Wisconsin projects have relevance to the improvement of
health care in a rural setting, through the provision of education and infer.
ma tion, Physicians and allied health personnel in community hospitals will
benefit from the following projects:

Operational Projects

1. A pilot demonstration% program for pu7n!onary thromboem holism: direct cost,
$84,600

In this project a center is being established at MarshEeId Hospital in lfarsh-
field, Wisconsin, for demonstration diagnostic techniques and the available .
therapy for pulmonary thromboembolism. The project has a continuing edu-
cation component -which will reach physicians from many hospitals in the Re-
gion. This will involve a 24-hour consultation service, the preparation of a
mo~ieon the topic, and special training sessions for groups of physicians.

The project will demonstrate a comprehensive program which will encom-
pass diagnostic, preventive, therapeutic, and rehabllitition procedures for pz-
tients, postgraduation education, a rapid transportation system for patienlx from
Northern sections of the state, and cooperation between the clinic and other
hospitals ancI medical schools in the State.

2. Telepliot~e dial uccew tape recording librarv h the area.q of heart di~ease,
ca?ZCH,8trOkG, and retated di8ea8e8: direct C08i, $18,950

This feasibility study will be carried out by the University of Wisconsin which
‘ivilI record and store short, 4-6 minute, tapes on various aspects of treating
patients with the three diseases. Any physician auywhere in the Region can
disl the library at any time and request a tape relevant to a problem in which
he is interested.

8, Xur8ing telephone dial fZCC.388tape recorffi!l~ tibrarv in the area.q of heart
di.wa~e, cancer, $iroke. a?td related di8ea8es: direct cost, .$18,800

This feasibility study, sfmilar to the one abo~e, will estfiblish a central tape
library -with information recorded on nursing care in emergencies, new pro.
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cedures and equipmen~ and recent developments in nursing. Nurses from any
hospital in the region will be able in call at any time to have a tlWe Played
to them.

~. Development of medirxzl and health related single concept film program in
community ho8pitals: direct co8t, $33,250

This education feasibility project involves ten community hospitals in its
first phase. Fifteen films on procedures and techniques used in treating heart,
cancer, and stroke, will be developed. Proje@ors and the films will be installed in
the hospitals for use by physicians and other health personnel at their con.
veuienee as a continuing education device. After four to six months the mat-
erials will be relocated in ten additional hospitals.

Mr. RooERs. JVhendo you expect to have yourfirst evaluation of
a regional medical rogram ?

fDr. MARSTON, Ve have evaluations each time a region applies
for a supplement, and we require an annual progress report,

In one of the regions, as the funding -was beginning to get up to a
sizable level, we decided that in addition to these normal reviews that
we should mount a special site visit and evaluate the region’s status
from the standpoint of the program. We now are doing this all of
the time, picking out times of program movement, particularly the
shift from planning to an operational grant and upon receipt of a
supplemental request for an enlarged activity. We go back and re-
view the entire history of the rant.

fMr. ROGERS.What is the o dest region!
Dr. i’VliRSTON.The first four operational programs were funded at

a,p roximately the same time, Intermountam, Kansas, Missouri, and
Al!any, N.Y,

Mr. ROOERS.Could you let us have your evaluation of how effective
these have been, for the record.

(The following information was received by the committee:)

l)EPABTMEETOFHEALTH,EDUCATIOX,ANDWELFARESTATEI.IEXTox EFFECTIVENESS
OF RLWIONALMEDICALI?EOOSAMS

The effectiveness of Regional Medical Programs is determined in the following
ways:

Evaluation of the effectiveness of each Regional Medical Program is a con.
tinuous process which involves review by the Federal Government, its non.
Federal advisors, and the grantee itself. These review activities are specifically
intended to determine the extent to which the region has implemented the proc-
ess of regionalization which includes seven essential elements: involvement,
identification of needs and opportunities, assessment of resources, definition of
objectives,, setting of priorities, implementation of program activities, and self.
e7alnatjon.

This process of regionalization is the means by which the region moves toward
its ultimate objectiv~the assurance of easi Iy accessible improved patient care
for henrt disease, cancer, stroke, and related diseases.

A systematic and comprehensive review of the scientific and administrative
aspects of each Regional Medical Program has been designed in order to deter.
mine the extent to which each Regional Medical Program implements this proc-
ess of regionalizution for the purpose of achieving its goal of improved patient

I

care.
This review process includes surveillance at the regional and Federal level,

and is conducted by both non-Federal and Federal experts. By law each opera-
tional activity must be approved by the Regional Advisory Group prior to its
submission to the Federal Government for review and approval. Frequently the
regions themselves have elaborated on this requirement by establishing local, ~
in addition to regional, advisory bodies and/or scientific review lmdies which ~
also carefully examine proposed activities.
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A site visit by membersof the Review Committeeand the National Advisom’
Council on Regional Medical Programs to the region is included as an integral
part of approving an operational program for a region. As the operational prm
gram develops and is expanded additional site visits are made. Finally each
Regional Medical Program is required to submit an annual progress report
whkh describes in detail the region’s program.

Any proposed modification in program direction by the grantee must be justified
in writing and subjected to these review procedures.

Within the context of this comprehensive review process it is possible to deter-
mine whether or not a regional program is in fact evolving a regional system
intended to improve patient care.

The hfissouri, Kansas, Albany, New York, and Intermountain Regional Medical
Programs were the first to enter the operational phase of development. The
determination of their readiness to begin operations was a result of the review
process described above, including a site tisit by members of the National Ad-
visory Council and members of he staff of the Division of Regional Medical
Programs. The progress of these regions has been further evaluated during
the review of supplemental grant requests which have been received from all
four regional programs. Further site visits by Council and/or staff to review the
first year’s progress have either just been carried out or are scheduled for the
immediate future. The results of these reviews carried out to date indicate that
these Regional Medical Programs are making substantial progress toward the
goals set forth a Year ago as the basis for the operational want award. The
major problems encountered have been difficulties in recruiting personnel and
slowness in the delivery of important equipment. These factors have caused some
(lelays in implementing particular projects.

In addition to this evaluation at the national level, the regional programs are
developing their own capabilities for self-evaluation. Special staff has been
added to the central staff of the regionaI programs with .speeitic competence in
evaluation techniques. These techniques are being further developed and ap-
plied to the operational activities.

lfr. ROGERS. In Kansas, is Kansas City General FIospit al involved
in that?

Dr. l~ARSTON. In Kansas (lty, there is a ioint committee from
Knnsas and llissouri to work together in *the Kansas City area, and
the Kansas city General Hospital has been Involved; yes.

Xfr. ROOERS. cou]cl you let us know to -what extent ?
Dr. 3fARSTON. Yes, sir.
(The following information was receivecl by the committee:)

DEPABTI.IENTOFHEALTH,EDUCATION,AND WELFARESTATEMENTON TEE iNVOLVE-
MENT OF THE KANSAS CXTY GENERALHOSPITAL IN THE MISSOURI REOIOFAL
JfEDICALPROORAM

The Kansas City General Hospital is directly involved in the planning for and
de~elopment of the Missouri Regional Medical Program. The Missouri Regional
Medical Program has allocated $S2,928 for planning in Kansas City with head-
~uarters located at the Kansas City General Hospital. Several staff share respon-
sibili ties for Kansas City General Hospital operations and Jlissouri Regional
MedicalProgram planning,including the Executive Director of the Kansas Gits
GeneralHospital. Severalproposals related to the Kansas City GeneralIiospital
have been submittedby the Missouri Regional Medical Program to the Federal
Government for review. A project to develop programmed comprehensive cardio-
~ascular care at Kansas City General Hospital is pending final review by the
Reriew Committee and the National Advisory Council on Regional Medical
Programs. Planning studies are underway on manpower training and post.
graduate medical education in heart disease, cancer, and stroke.

l~r. ~w,ERs. Ho-iv do YOU evaluate your regional medicfil program?

Coulcl. you let us know the criteria used for evaluation? I think the
committee woulcl be interested in that.

Dr. >TARSTOX.Yes, sir.
(The following information wm received by the committee:)

309-653O-68—6
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llRPARTMEN~OFHEALTH,EDUCATION,ASDWEZFAEESTATEMENTONmm CRITERIA
FORI’HEEVALUATIONOFREGXONALMEDICALPIWOwmcs

Each planning and operational activity of a Region, as well as the overall
Regional Program, receives continuous, quantitative and qualitative evalution
wherever possible. Evaluation is in terms of attainment of interim objectives,
the process of regionalization, and the Goal of Regional Medical Programs, easily
accessible improwd patient care for heart disease, cancer, stroke, and relatecl
diseases. The criterion for judging the success of a region in implementing the
process of regionalization is the degree to which it can be demonstrated that the
Regional Program has implemented tbe seven essential elements of that process:
involvement, identification of needs and opportunities, assessment of resources,
definition of objectives, setting of priorities, implementation, and evaluation,
Ultimately, the success of any Regional Medical Program must be judged by the
extent to which it can be demonstrated that the Regional Program has assisted
the providers of health services in developing a system which makes available
to everyone in the Region improved care for heart disease, cancer, stroke, and
related diseases.

It is also im~ortant to note that each Regional Medical Program is encouraged
to build self-e~aluation methodologies into its ongoing program. These evalua-
tion methodologies then form an integral part of the total evaluation of the
Region’sprogram.

A fuller description of the process of regionalization is contained in the
Progress Repmt on Regional Medical Programs (see p. 13) which was submitted
for the Record during the hearings on H.R. 15758 and is the process upon which
interim evaluations of each program are based.

}Ir. ROGEIW. I know on page 2, section 103, it is simply CLcorrection
to WI1OWthe District of ~olurnbia, Comrnonwealt h of Puerto Rico,
a.nclso forth, in. This amends the public hecdth law itself.

Down’t this go to the entire act?
Dr. LEE. Yes.
Ilr. R,OGERS,so that this woulcl affect every progrwn of the I?ublic

1 Health Service, woulcl it?
W#l, erhaps you can give us the information.

2 ARL YORDY (Deputy Director, Regionnl Nfedical Pro rmns,
1!HE*). Actually, there is a general clefinition in the Public ectlth

Act which cloes not include these adclitions. These additions have been
macle to certain other programs in the act. This is bringing the regionalt

; meclical programs into line on that.
hlr. ROGERS. Thank you. I am deli~htecl to see the Depzrt ment sup-

,; port this program for migrant health, whi$h I have been interested
., in ancl helped to write the original law . .4nd I took w very acti~e part

since then in following this ~ro~vm.
I have been very pleased with It, Illiss Johnston. I think you have

clone a good job, and I think it is -rery essential that we recognize this
is a program that should be cent inued rather than letting it get into
the partnership as yet, because I don’t think this has been well plannecl

1 for in many af the States.
Dr. LEE. ~lre -would a se with that, l~r. Rogers, ccncl also at the

! ftime the partnership for ealth comes u
,
I I

for review &gain, this woulcl
come up for review at the same time. ncl we would be able to then
recommend, and you would be able to decicle whether it shoL~lcl con-

i
[ tinue zs a separate special proemam or whether it COIJC1,in fact, be
i incorporated within the fabric of the partnership-for-health program.

lfr. ROGERS. lV1-ien you look over a partnership plan from a state,
will the Depctrtment sw that this plan has in it the necessary guidel-
ines to carry out this type of health program?

4
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Dr. LEE. As we develop, and as the States develop the capabilit
!for planning, the purpose, of cthmse, of the partnership for healt 1

will continue to be to create a immhanism in the States and permit
the States to set their own priorities. We then review that in relation
to the priorities that have been set -within the States; and certainly in
terms of national needs and national priorities, those are also looked
at as they relate to these State plans.

But we want to have the States make these determinations. And
this, of. course, presents uni ue problems with the miamants, because

3they do move from State to tate, and it is difficult to encompass that
-within any single State plan.



DEPARTMENT OF HEALTH, EOUCATION, AND WELFARE ESTIMATED NEW OBLIGATION AUTHORITY REQUIRED UNDER H.R. 15758 FOR FISCAL YEARS 1969-77
——. .

New obligation authority Fi~#ar Fis~;7~r Fisy;7aar Fiac~l#mr Fisy;7~aar Fiscaa7~r Fisc#ear Fis~;7~r
‘isz;Yr

—. ...—. — —.

L Regiorml medical programs.., . . . . . . . . . . . . . . . . . . . . . . . . w;g~D& $140,000,000 $200,000,000 $275,0LW1300 $350> 0007000 . . . . . . . . . . . . . --------------- ----------------------------

Il. Spwialgrants forhealth o!mlgratoJy workers . . . . . . . . . . , , 15,000,0D0. .. .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . .. .."..""".""""""." .. . . ..".".." . . . ..."-
Ill. Alcoholic andnafcotic addtctrehabtlllatton .-...: . . . . . . . . . . . . ..-... -"---- ".--~ ----- .----- "--. --. -"-"" "----- "-"------ . . . . . . . . . . . . . . . . . . . . . . . ..- -------------- -------------------------

A. Constyctton grants and staffing, operatton, and
maintenance, gran~.r,.., . . . . . . . . . . . . . . . . . . . 15,000, DD0 25,~0,000 --------------------------------------------------------------------------------------------------

1. Alcoholic rehablllhtlop:., . . . . . . . . . . . . . . (7,000,000)(15,mo,m) .......-...........-.-. .........-..-....--."."+""""-"-""-""-"""""-"-"---"""""...........----------
2.Narcotm addttre habddat}on .. . . . . . . . . . . (E,ooo,ooo)(lo,ooo,ow).-----.-----------------------------------"-"---"----"-------""-------"--""-""---------""---------

B.Continuationcosts for staffing. operation, and
13,276,000 11,242,000 $10,176,000 $10.176(000 $10.176.000 $5,330,000

maintenance granti--:. -r------------------------------------"--"-"-"--- ~~]&’~& (9,050,000)(7,675,000)(6,877,000)(6.s77,13W)[~~~jo~] [~?j~~~]
1.Alcoholk rehabilttatro, ?.., .- . . . . . -----------------------------------
2. Nar@Ucaddict rehabllttat!on . . . ..-. - . . ..- . . . . . . . . . . . . . . . . ..----" ----

(4;685;000) (4,226,000) (3,537,000) (3,299. WO) (3,299. WO) .

Total NOA required . . . . . . . . . . . . . . . . . . 89,fJ@3,0i30 180,000,000 215,309,000 28L1276,000 WzW~ 10,176,00010,176, OM 10,176,000 5,330,000

Note: Theprojections mntained inthisbble represent depaflmental predictions anddOnot represent theadministratiO nPOsi~ono nthefuturePr0gram or budKet requirements. pe~Onnel requirements
will be dependent on program developments and budget faclors which at this time cannotbe fuOy predicted.
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Mr. ROOERS.Our next witness is Dr. Carleton Chapman, dean *of
the Dartmouth Medical School, who will be appearing for the .4SSOC1W
tion of American Medical .Colleges, and he will be accompnniecl by
Dr. Lloyd Elam, of the Meharr

i
Medical College. Nashville, Term.

Doctor, it is a pkx%sureto have oth of yotl here. ~Ve appreciate your
giving your time so tlmt the committee may benefit. from your testi-
mony.
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STATEMENT OF DR. CARLETON Be CHABIAN, REPRESENTING
THE ASSOCIATION OF AMERICAN MEDICAL COLLEGES; ACCOM-
PANIEll BY DR. LLOYDIELAM

Dr. CHAPMAN. Thank you, Mr. Chairman. I am Carleton B. Chap-
man, dean of Dartmouth Medical School, and on my right is Dr. Lloyd
E]a.m., who is president of Meharry Medical College. We are on this
occasion spokesmen for the Association of American Medical Colleges.
Our association represents the 88 medical schools in the United States
as institutions, a large proportion of the Nation’s medical educators
as individuals, and 330 major teaching hospitals.

Mr. Chairman, I would like to point out that we would like to speak
to the regional medical programs, because medical schools are mti-
mat ely involved in these programs, and while we f aver in general the
other provisions of the bill, we can claim special expertise in these
areas.

We spoke before this group in favor of the adoption of the heart
disease, cancer, and stroke amendments in February 1965, but em-
phasized that the Nation did not then possess enough trained personnel
to carry out the provisions of the proposal. At the time, our spokesman
noted that our medical schools, originally set up solely to train physi-
cians, were already developing into medical servica centers with con-
stantIy expanding responsibihties in the health field. He went on to
say:

This experiencemakesit clear that the professional and institutionalrelations
are complex and delicate. It also makes it clear that it is painfully difficult to
procure and maintain an adequate supply of trained manpower.A functioning
regional complex . . . would make the efforts of the practicing physician more
effeetive, but the development and operation , . . will require a marked in.
creasein trainedmanpower.

He also noted that the success of a regional complex is heavily
dependent on the continued and growing effectiveness of the medical
school and the medical center.

At this time, 3 years later, we consider these observations still highly
pertinent.

Rut, in genera], we believe the discernible effects of Public Law
S9-239 to date have been sa]ntary. It has created a mechanism by
means of ~~-hichthe N“ation!s medical schools have bebmn to relate
to community and consumer health needs, ancl to work with man
lny and professional groups in clesignil)g new methods of coping wit i
tl~ese needs. It has nlitiated the organization of the Nation into re-
gions, for the purpose of delivery of health services, very effectively.
And although this organizational process has not yet proceeded to
con~pletion, the results to date more than justify the passage of
the law.

We are well aware that efforts to implement the legislation have
been associated with many problems. Regional organizatiomd struc-
tures an!, for that matter, the definitio~~s of regional bounclaries, are
in some instances undulv comnlex and clnmsv. Some health mofes-
sio]l~k comp] ain tJ at tl;e+y do’ not understand the intent of the law
and some are suspicious of it. Lay nnd profe~ional groups which, in

! some regions, are attempting to reach joint decisions for the first

\

i
I
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time, are having some difficulties. And occasionally one hears the
view that the medicccl schools are attempting to use the law CLSa nleal~s
of gycining control of the hTation>shealth care.system.

But in our view, three Clifiqulties ~~’ereto ~11extent predicable MICl
inevitable. The important point is that the law, by mobilizmg local
initiative, is effecting N cooperative attack on health problems ~~-llic~l~
although highly necessary, had not ‘been opemt ive before. In our
view the general consensus kc.y and professional is highly f a~-oral-de
to the law.

~l}le nledica] Sc]lOO1sthemselves have hacl clific.ulties in discharging
their obligations u+ch+x thq law. Many of them, when the law was
p~ssed, had no admmls}r~~lye personnel $hat was capable of clealing
vnth these new responsdxhtles. In some msmnces programs develop-
ing under the law mvolrecl commitment of professional personnel
that is already fully committed. Far from attempting to take over
control of the program many, and perhaps most> medical schools
have been slow to become involved largely owing to shortage of
personnel.

This has been especially acute as the schools move to bpgin to meet
the growing shortage of physicians. Yet there is no doubt m our minds
that our medical schools -wish to be involvecl as etiectively as possible,
not to gain control but, in keeping with the intent of the law, to mnke
their talents and facilities more readily available to all -who need them.

But this vital matter, and the equally ~ital matter of improving
and expanding our educational function, t~gether constitute an obll-
~ation that cannot be met optimally in a fen- months, or even perhrcps
m 2 or. 3 years. The medical schools seek, no special privilege under
the regional me~cal program. law but vnsh, on the contrary, to as-
sist materially in lts successful Implementation.

We believe that the original law has operated exceedin#y smoothly,
considering the nature of the planning processes it has initiated. We
also believe, however, that enough experience has been or soon will
be gathered to justify a few minor rocedural alterations. When the

{law first began to be implemented, t ere were no generally applicable
prototypes for regional organizations of the general types specified.
A number of different patterns have now emerged, some more effective
than others. It ma , in our view, soon be appropriate for more defini-

Ytive organizationa guidelines to be provided by the Division or Re-
gional Medical Programs. It will also be appropriate in the future to
reconsider critically the geographic structure of the various regions,
The res onsibility and authcmity of advisory groups, many of which

fare too arge to function effectively require clearer definition. And the
main thrust of the legislation requm+s, in our view, to ‘be restated and
clarified.

It has been frequently noted that its central focus of the law is the
patient and his needs. This is unquestionably true. But a more rele-
vant way of saying the same thing is to indicate that the law proposes
to ‘{* * * afford to the medical profession and the medical institutions
of the Nation, through cooperative arrangements. the opportunity of
making available to their patients the latest advances in the diagnosis
and treatment of the cliseases named in the law.”

In other words, the law provides us with the means and authority to
find ways of assisting physicians and other health wcmkers ho pro-
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vide American citizens, wherever they may be, with better health
care and to provide that cam more efficiently.

Coo eratlon between lay and professional ~oups in designing such
5metho s has, in general> been most imprwslve~ but the balance has

not invariably been idenl. Good faith and understanding between
such grou s cannot be created overnight, but one of the most striking

Eaccomplis ments of the original la-w is that it has set the stage for the
development of eflective cooperation between these groups.

The .ori “nal law is accomplishing nvhat it set out to do but the
Ppqce at w lich such developments can proceed mu~ be viewed real-

istically. We are not in agreement with those who .my tlmt the pace
is unsatisfactory; on the contrary, the rate at which planning has
proceeded has, to date, been very impressive, owing in no small
measure to the understanding and wisdom which have characterized
the administration of the law.

The next 3 years will be critical ones in that what has been done
will have to be critically evaluated; that which is successful must then
be encmuvtged; that which is ineffective discarded. At this stage, as
in the planning phase, the medical schools can and no doubt will
rmder signal service.

We believe, Nfr. Chairman, the law should contiliue to ?perate for the
present without substantive change but that the r~u~ts It is producing
must soon begin to be critically evaluated and scrutmlzed. The Nation’s
medical schools are now ‘involved, for the most part, to the extent of
their capabilities, not in an effort to gain control, but rather to help to
provide the Nation a critical service. And as we go ~bout meeting our
obligations under the law, -we seek the understandm.g of our critics;
those who feel that we are reaching for dominance, no less than those
who feel that n-e are not moving fast or vigorously enough on the other.
We are, Mr. Chairman, placed squarely in the middle but we recognize
that the essence of the regional medical program activity is vital to the
-welfare of the Nation. It is one of several major obligations which we
must discharge.

Mr. ROGERS.Thank you, Dr. Chapman, for an excellent statement.
I might say, too, that I recall that many of your suqystions were

1accepted b this committee in the writing of the original aw. You were
[most he~p U1to the committee.

Before questioning, if we could have a statement from Dr. I,loyd
Elxm.

Dr. ELAM. Mr. Chairman? my name is Lloyd Ham. I am president of
Meharry Medicxl College m ~ashril]e, Term. Before assuming that
position, I was chairman of the Department of Psychiatry at Meharry
and for a brief time, clean of the School of Medicine.

I speak todar as an official representative of the .4ssociztion of
American Medi&l Colleges ancl wish to comment specifically on rela-
tionships between regional meclical programs and medical schools.

I come before you today as one WI1Ohas had direct experience with a
regional medical progrzrn, z progrwn which is alreacly enteri~~ the
operational phase after ltaving made remarl:able progress in bringing
together various health resources in the Midsout]i area during its plan-
ning phase. I have a cleep concern nbout. the availability and quality of
henlth care among the poor, fi~pecially in our cities; I am particularly

,!;1
{:!
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interwt,ed in what regiomd meclical programs can do in this critical
area.

Theregrettable fact that nlyinstitution, hlel~arry Nledical Collegef
has limited personnel and resources allows me to emphasize the point
that the responsibilities we assume under regional meclical programs
must not become a drain on our finances or our manpower. Thus, M we
enter into cooperative arrangements with other health resources of our
region, to improve diaamosis find treatment of heart disease, cancer,
and stroke, vie must clo so without jeopardizing our primq educa-
tional obl@ion.

l~ithin these constraints, lfeharry and the other medical schools
of the hTation wish to express a strong sense of responsibility for the
health problems of the communities that surround us. Regional mecli-
cfil programs offer an opportunity for such involvement. Indeed, we see
in them the possibility for strengthenin our colleges to cxarry out

ftheir unique obligation in community hea th, especially in the de-rel-
opment of better ways ta apply new and advanced procedures and im-
proved -ways of educatin health personnel for this task,

fJLetme describe briefly ow the Tennessee llidsouth regional medics]

!
rogram came into being and what we expect to accomphsh in the next
ew years. The program was initially established through the co-

operative endeavors of a wide variety of interested groups in Ten-
nessee and southern Kentucky.

The discussions involved J1eharr~ Medical College, Vanderbilt L-ni-
versity School of Medicine, Hospital and Health Planning Council
of Metropolitan Nashville, private hospitals, medical societies, public
health agencies, and volunta~ health or~amzations. A regional advi-
sory group was established and planning funds were received in
August 1966.

In our area, ~ in many regions. across the country, the bringing
together of these m-terests for plannm purposes has u.@ed m tin en-

?tirely new perception of .he?lth prob ems of the region and of new
ways to solve them. I can mdlcate the extent of our progress by tel Iing
you that in June 1967, a little more than. 10 months later, a request
was made for operational fund,s for 34 projects to betcarried out. in the
region. The projects va~ied wldel~ m content and m scope, but ezch
was concerned with solving a partmular h@th care problem in heart
disease, cancer, or strolle ~J~ich had been Identified d~lrlng the plan-
ning procef3s.

One project which ty il%s the region’s activities, and allows me to
%speak to a particular pro Iem :hat we at Meha~ are addressing, is the

regional medical pro
Y

am pro] ect con~e.rned wrth long-term evaluat ion
of the health status o 30,000 underprivileged persons in an urban poT:-
ertv area known as north hTashville.

dur de artment of family and co~m}ty heal~h, in conjunction
6with the fice of Economic Opporhnuty, M estabhsh@~ a neighbor-

hood health center for this group of neecl~ people.. Thm 1s, as you can
imagine, a large undetiaking and one .whlch req~~l~= a great deal of
medical skill and effort. One of \he ma]or proble<ms]s to determine ex-
actly what type of health care 1Sactually. recp.urecl by these persons.
Another, of course, ]s to measu!e the qnalky of care and to find out
if it is nctua]ly achieving what lt sets out to CIO.The regional medicd
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program is sup 1 in the means by which.lfeharry, with the coopera-
!!’ l!!tion of Vander i t . nivereity, can estabhsh a mrdtiphasic screening

laboratory ~ an adjunct to the neighborhood health center. The co-
operation with Vanderbilt involves consultation and computer serv-
ices needed for the automated laboratmy procedures and recordkeep-
ing, Regional medical program support v@ help us unc,over heart
disea,se, cancer, and stroke ~ this population in the ear@st stages,.
provide documentation of the incidence and type of these dxxmders, as-
sist in the initiation of necessary treatment, and aid in evaluating the
treatment these patients receive at the neighborhood health center.

The potential of a cooperative arrangement between a multiphasic
screening laboratory for the identification of need for medical care
through early diagnosis and of a neighborhood health center for meet-
ing that need is very great. This Wtlvity would have been difficult, if
not impossibl~ to undertake -without the help of regional medical pro-
grams. Many of the essential and important elements of regional
medical >rog~ams are present in this one project: The bringing to-

igether o previously disparate elements of the medical care system-
providing of manpower and funds to get thin~ don+and the coming
to grips with the really significant health issu& of our region.

The involvement in regional medical programs of Meharry and
T7anderbiR medical schools and of many other rnediwd schools in this
country, is far from superficial. Indeed, in many areas the medical
school was instrument.al in the establishment of the regional medical
program and these institutions have lent their expert assistance in
launching this major new program. They are accepting responsibilities
beyond the traditional ones of teaching medical students and conduct-
ing rec+earch. They have begun new programs to translate more
promptly the fruits of medical research into improved care for the
people within the regiom that they serve.

I shall like to close simply by giving my emnest and enthusiastic
support to the legisltition extending this rogram. I sincerely hope

Fthat you will agree with my estimation o its
F

eat importance.
Thank you for the privilege of speaking be ore you today.
Mr. ROGERS.Thank you, Dr. Elam.
.kre there an questions ?

I!Mr. ICnoS, have only a few questions.
Dr. Chapman and Dr. Elam, I want to welcome you here and thank

you for our statements
#Dr. ,haprnan, on page 2 of your statement you inclucle in your re-

marks that occasionally one hears the view that the medical schools
me attempting to use the r@ onal medical program for the purpose
of gainilyg cent.ro] of the ~atlon’s health care sys&m.

Would you kindly expand on that a little bit? What is the problem
there ? I d]dn’t know such a problem existed.

Dr. CH~P~AN. This is something that has largely begun to dis-
appear, I think. We hearcl this a good deal when the law was first
passed. In addition, we have heard fears expressed that the medical
schools might simply take funds that were available under this 1aw
and use them for standard, ongoing medical school purchases.

Of course, this is not possible under the law, and I think I can state
-ivit.hassurance that no medical school is doing that. Most of us have
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attained small amounts, relatively small amow~ of funds in order
to find the personnel, provided the perso~el that We needed to enable
us to be involved effectively in this program, but 1 don% think, Mr.
~yro~ that these criticisms are at the moment very serious.

Mr. KYROS. In the State of Maine, I have been ~ld by doctors that
one of the valuzble benefits of this program is that in a State where
you don% have a medical school, as in ?Jfaine-and I ima ine there are

fother States in the United S@te-s that don% have a me ical school—
you serve an educational function by disseminating vital and cur-
rent information to doctors who normally would not have that kind
of information,

Dr. CHAPMAN.Yes, sir; and many of us who are deans regard many
of the most important aspects of this activity to be the continuation
education feature for physicians, and in our own northern tier of
States Mr. Kyros-of course, we represent three regions there, Maine
and ~ermont are separate regions, and Maine is tiecl in with New
Hampshire.

We are meeting regularly with the Maine and the Vermont regional
meclical program officials, and one of the main things is this: the con-
tinuation of medical education.

Mr. KYRos. On page 4, you talk about the desire, perhaps, in the act
to obtain a more deflni~ive organizational guideline and to reconsider
critically the geographm structure of the various regions. What spe-
cifically are you suggesting ?

Dr. CHAPMAN,New England is a good case in point. As you well
know, sir, New England for a lon ttine WVaSteen working itself aS a

8region ~ith the northern tier of tatee focusing for many purposes
on Boston, and to some extent on Montreal and Albany as well,

Our present regional structure will undoubtedly have to undergo
rnoclification. In fact, I would say ~t already is in a functional sense.
The northern tier of States is a slmdar region in terms of population,
clinmte, geography, and medical health prublems.

Mr. KYROS.On page 4 again, you say cooperation between lay and
professional groups in designin such methods-that isl of getting the
latest advances in diagnosis an% treatment translated mto action for
the pztient have been most impressive, but the balance has not been
invariably ideal. What does that mean ?

Dr. ChZAPMAN.I think it is a matter of groups that have never real-
ly worked together before are now having to C1Oso, and as I said earlier,
I think, in the State, some such difficulty was inewtable and indeed
predictable.

In our own area, the balance is coming ayound very nicely, as I see
the operat”

Y
in the advisory group, which has brought together

people who ad certainly never approached any serious proposals
to ether jointly.

% r, KYROS.Do I understand your testimony this morning to be en-
tirely in f aver of the program that is set forth in the act before us

today i
Dr. CmAPMAN.Yes, sir. We would consider it very distressing in-

deed if it were not continued. It is at the point now where we will
begin to obtain the critical information we need in order to bring
forth a program that will really do the job, and will really carry out
the intent of the original act.
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Mr. KYROS. Are you satisfied with the $65 million provided for
fiscal 1969?

Dr. CHAPMAN.I am really in no position to speak to that. I believe
under the circumstances it will take us the next step.

Mr. KTROS. Dr. Elam, I understand your rnultiphasic screening
turned up uterine cancer in patients that would not otherwise have
been found. Will that be continued?

Dr. ELA~. Yes, sir; and the results of the screening ~ill be sent to
a doctor in the anticipation of turning up such things.

Mr. KYROS. Thank you.
Mr. ROOERS.Dr. Carter?
Dr. CArfrER. No qUeStiOnS.
Mr. ROOERS. It has been helpful to have our testimony, and we

[appreciate your sharing your knowle~e wit the committee. I hope
that you wIII let us have your suggestion for any improvement that
you think the program should undertake. Particular I am con-

mlcerned about brmgmg in more hospital people. I th” maybe thki
balance that you are talking about. the people i+ the program, along
with the medical peopl%I think n5,has got to mvol~e more people,
and I would like to get more details ]f you could submit that to us, on
your examination program. I think tlus could be most helpful to the
committee.

Dr. CHAPMAN. Thank you, Mr. Chairman.
Mr. Rcmms. Thank OU.

1?The committee stan s adjourned.
(Whereupon, at 12:30 p.m., the committee adjourned, to reconvene

at 10 a.m., Wednesday, March 27, 1968.)
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Mr.Roomw
Our next witness 1s an olcl friend of this committee, Dr. Michael

De Bak@y, chairman of the Department of Surgery, Baylor Univer-
sity College of Medicine, Houston, Tex.

I might. say th~t Dr. De Bakey was on the President’s Commission
for Heart, Cancer, and Stroke, which was really the guiding force
for the formation of the regional medical program.

It is a pleasure to have you with us, and me are pleased to receive
your testimony at this time.

STATEMENT OFDR. MICHAEL De BAKEY, CHAIRMAN, DEPARTMENT
OF SURGERY, BAYLOR UNIVERSITY COLLEGE OF MEDICINE,
HOUSTON,TEX,

Dr. DE BAKEY. Thank you. 1 am grateful for the opportunity to
again ctppear before this committee, as I did on July 7, 1965, in sup-
port of the regional medical programs and to report on their progress.
I would like to tender my thanks for whcct.this subcommittee and the
entire (20mmittee on Interstate and Foreign Commerce have clone to
develop this pro~ram, a program which is already setting fi plttern
for enhancecl med]cal care within the Nation.

I come before you in strong support of title I of H.R.. 15758, int re-
duced by the chairmcm of your fuH committee, Mr. Staggers.

I have been a member of the hTat.ional Advisoq (hnc.il on Re-
gional 31edical programs since its creation, and I, therefore, have hacl
the opportunity to see this pro~rarn in its planning phases, nncl see
it develop throughout the country as we hoped it would.

There hccve been times when I have been guilty of impatience, but
the fact is that this pro~ram has deve]opecl, I think, cctccnornlal pctce
ancl in a very sound way.

Now we ccre at a point where I think we -will be@ to see the first
fruits of this program in terms of its or@al objective, which TVOSto
provide the best possible care for the patient at all levels of our society,
ancl to extend this kind of care to every citizen. This was a need we
have rec.ognizecl but were not able fully to nchieve in the pnst.

I believe this program will ~chieve its main objectives; cert airily
in the fielcls of hezrt clisease, cancer, and stroke, ancl hopefully in nll
the related areas.

At this time there are certzin aspects of the legislation I wou]cl lilie
to cliscuss in more specific terms. You will recall, 31roCh*irmccn, in the
original testimony, cmcl in the original bill, there was much cliscussion
of construction authority.

I think the committee was wise in pointin out that without. t$is
3type of authorization for new c~mstruction-t lere w<asauthoriztitlon
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for ~(mori]tiofl-that the program WOUIC1not be jeoywciizecl in the
plannin phase.

A“c)w,%owever, we are in the are% of actual operation, and alreldy
there are 11 programs functioning. I would say bv the next seved
months, perhaps 40 or 50 percent of the programs will be in some pha.w
of operation. So we are moving, you see, quite mpidly.

As we move into this arem, construction needs will become increas-
ingly. more apparent, and already we have eridence of this need.

This construction is f~irly specific in nature and fairly limited in
sco e. It is not on the same scale m already existing construction needs

iwit in the medical centers-construction for which the centers already
ha~e the authorization if not the money.

Now, the construction authority we need for the regional medical
programs applies primarily to the community hospitals and to the
more peripheral units, where the past construct Ion has not mticipated
this type of program.

In the Surgeon General’s report there is clommentation and outlin-
ing of the various types of construction needed.

What I should like to clo, Mr. Chzirman, rather than tak~ your time
now, is to submit a formnl statement for the record within the next
fen- days. I had hoped to have this reacly for J-OR today, bu~ I got
inrolred in a series of emergencies over the weekend.

Mr. ROGERS.lVe. understand, ancl without, objection, your formal
statement will be made a pw% of the record, following your testimony.

Dr. DEBAKEY. This is the Iimitecl but well-defined need for new
construction. I lea~.e to tl~e committee% judgment m to how this best
should be met.

~!Jlow me to point out thlt it is essential for tile future of the pro-
mun to find means of meeting these u?eds of the community hospitals.
‘l’hew ne.eels inc]ncle construction space for classrooms; particular
type; of cl;agnost ic facilities, laboratory space of special types; and
treatment units relating to heart clisezse, cancer, cmd stroke. The out-
lying hospitals simply do not ?lNVQthis type of space nvailable, cmcl
freql~ently hove no meo.ns of finding the funcls to provicle this kind
of construction.

Finally, Mr. Chairman, I wcmld emphasize that we have reached the
stage in this program where we must. look to the funcling levels over
the nest 3 to 5 yecirs. .4s we move more cmd more into oporation, I think
the cost of these programs will reach the figures we visualized in our
ori,ginzl concepts and the original proposals in the President$s Com-
missions report.

You will recall that we expect this to reach authorization levels of
well o~-er $450 million by the end of 5 years. ?STowwe are beyond thnt
point in our thinking, and we now have better evidence of what the
needs are going to be. I would say they will approximate $5 or $10
mill ion in each r~gion within the next 5.ye!rs. Therefore, I would hope
tl~e committee wdl contemplate authorlmtlon levels of @me $500 mil-
lion within the 5-year period.

This level will not be reached soon, of COUI= However, I would
think by 1971 we would be close to the $300 million level.

I would ho by that time the opportunities to provide funding at
Ythis level wou d be more readily avallnble thcm at this moment.
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Nr. CImirnmn, I will be gld to answer any questiom Jou Jm}-e.
Mr. ROGERS.Thank you very much, Dr. De13akey, for giving us

your viewpoints on this program and its importance.
Could you give ns an exmnple of one region that you may be aware

of, or maybe you would want to do this in your statanent.
Dr. DE J3AKEY.well, mtheu than take your time nbout it, let my

statement. p~ovide this information. I would hke to discuss an area
irhere they have not only w.ceptec] the total concept of the program
but are utilizing the progrwn in a most. efficient way to provicle the
particuliu three elements thfit I think are essential: research, educa-
tion, ancl patient care. These three elements must be combined fit. the
level at which the physician meets the patient.

Mr. ROGERS.This has been my concern with the program, :mcl I
realize it is still very yoLmg. But I an] beginning t? get. feedbacks that
the program is not reaching the prwct.icing physlclan yet. It is not
down to the hospital. It has stopped at a little higher level, nt the dean’s
Offirx?.

Dr. DE B.~KEY.This is understandable at the planning stage. Only
at the operating stage n-ill they begin to feel the program.

The most important thing to me M the fact that the pro.grfim is be-
coming better understood by the practicing physician, and there is
developing an enthusiasm for the progrwl at, the gwwsroots level thmt
really is in striking contrast to .wme of the earlier experiences.

Mr. ROGERS.That is right. I remember very vividly.
I think it might be helpful to point out some of these arem where.you

feel the program is being effective in getting to the comnnlpity hospl(al,
and where the people in the commumty are really begu-mng to receive
the benefits. This would be helpf ul tot he committ ec, MIC1also to sprea~l
it, ul)on the record so that other areas cfin see what is being don~ In tho
most successful programs.

Dr. DE BAKEY. I will be very pleased to do this and include it in the
statement I will file with you.

~fr. ~OGERS.Thank yOU.
hr. Kyros ?
hfr. 1<1-Ros.llTe are happ} to hmve you here, sir.
These programs of construction that YOU are tilking ~bo~lt WOUIC~

still have to be initiated at the IOCLL1Ierel and passed on by the ~fd-
risory Council.

Dr. DE BAKEY. Y~; and they would also have to show justification
as.being within certa]n guideline-s, as being essential to the efficacy of
this program.

There are all kincls of construction needs, but. we ha~e ~-nrious}ypes
of construction authorities, and I WOUIC1think the importo.nt t.hmg is
that we limit the co]lstrnctmu to the needs of this progrfim: that is,
whelw it 08n 1w denlollst ratwl lmequivoca~]y thnt wit hont. the const ruc -
tion spxce the program coulcln’t be e.ffectl~e, couldn’t be implemented.

hr. Kmos. I don.t know how familiar you are, sir, with the money
requirements of the pr~grm:tl; but the figures yesterdzy were that. it
would be about $30 Indlim (’iirryo~er from the last fiscol year, and
the bill this yem carries $65 IIlillion.

Do you think $95 million n-ill be enough for this kind of planning
this ccniing year?
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W. DE BAKEY. Well, if I read the situation within the next year
correctly, I would say we would ~me close to that, certainly; and 1
don’t think it is going to jeo ardize the program.

Lmat I am concerned a ut is when we get into the operational
phase within the next-well, say by 1971. I would say within tfis z- to
3-year period we are going to see a real escalation in activity and, there-
fore, in funding needs.

Mr. l&Ros. I understand, thank you very much.
Mr. Roam. Mr. Nelsen ?
3fr, NRLSEN. I have no questions.
Mr. ROOERS.Dr. Carter?
Mr. (hrrER. It is an honor, Dr. De Bakey, to have you here. You are

so well known to many of us as being absolutely dedicated to the serv-
ice of humanity. We are honored to have you here.

I would like tQ ask about how the funds that you want-are they to be
for something similar to intensive care units m different hospitals?

Dr. DR BAKEY. Yes. Well, some of }hem would be used in that way.
For example, let us take the ~ommumty hospital that is in a program.
They need and can use, and m a sense can support, an intensive care
unit; but the hospital is built in such a way that they can’t even reno-
vate space.

You are familiar from your own experience, 1 am sure, in your own
area of Kentucky, where hospitals, even those built with Hill-Burton
funds, are now so jammed that it would be denying the use of the space
for some very essentlql purpose.

So they need additional space. To build this, they have to have
money. It may ‘be a relatively small sum, It may amount to a hundred
thousand clollars, but it is still money that is hard to find for this
purpo~e.

An intensive care unit would be’one wing. Another vvould be-I hope

‘y cO’lwP “ $!
e will oint this out in his testimony to you—in terms of

acute stro e umts. here will be diagnostic facihties of certain specific
character.

We point out in the Surgeon General’s report, which the Council had
the opportunity to review, the types of space needed. They will need
classroom facihties. This is the kind of space that is essential to carry-
in out the program.

b r. CARTZR. Certainly we have seen that many of our hospitals in
the smaller areas, and I am sure it is true in cities, that in the past few
years building has taken placet but still it is inadquate.

Dr. DE BAEEY. Completely inadequate, and also It doesn’t take into
consideration these kinds of needs. They didn’t even visualize these
nw.ds in the early plans. Their cxmeern was with immediate needs that
they had to meet.

Mr. C-R. I see the need of these thin s.
8Dr. DE BMZEY. May I say to you, Dr. arter, that it was part of

your understanding that helped produce this program, and I want to
thank you again for your ins?ght into this whole program.

Mr. CARmm. Thank you, sm.
Dr. DE BAKEY. It was a tremendous help to us.
Mr. RoonRs. Mr. Skubitz ?
Mr. SKuBIm. Thank yo~ Mr. Chairman.
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I have no questions, Dr. De Bakey, but I want to join my colleagues
in welcoming you here today. I am looking forward to receiving your
Recommendations.

Dr. DE BAREY. I want to express my appreciation to the commit-
tee for the wisdom and kindness and generosity they have shown, and
it is good to know there are public servants like yourselves.

Ifr. ROOERS.Thank you.
(Dr. De Bakeyk prepared statement follows:)

STATE~fExT”OF~fICHAELE. DE BAKEY,M.D., PEOFESfiOEAND CIIAIMI.4N, DEPART-
MENT OF Suawnm, BAYLOBUXIVEIWITYCOLLEGEOFMEDICINE,If ous”ro~, !iMx.

Mr. Chairman and members of the subcommittee, I am MichaelE. De BalieY,
Professor and Chairmanof the Departmentof Surgery, Baylor UniversityCol-
lege of Medieinq in Houston,Texas. I had the honorof being namedby President
Johnson as the Chairman of the Commission on Heart Disease, Cancer, and
Stroke, whose report led to the initial recommendationof the Regional Medical
Programs legislation which this committee developed and passed in 1965. Since
its creation, I ha~e been a member of the National Advisory Council on Regional
Medical Programs and am also a member of the Regional Advisory Group of the
Texas Regional Medical Program.

I testify today in strong support of Title I of H.R. 15758 introduced by the
clistinguished Chairman of your full committee, Mr. Staggers. If enacted, Title I
wouId extend the authorizing legislation for Regional Medics 1 Programs for an
additional five years as well as clarify certain technical aspects of P.L. 89-2-39.

I wouId like briefly to reiterate the basic concept of the Regional Medical
Proa~ams, the future of which this subcommittee is presently considering.

The Regional Jfedical Programs comprise a group of units added—wherever
possible-to already existing medical centers in regions throughout the country.
The units are part of the overall research, teaching, and medical care going on
within the medical centers in regard to heart disease, cancer, and stroke.

These units together make UP a national network for research, for teaching
new de~-elopments to doctors and nurses, and for care of patients under investi-
gation. Thus each physician served by this network has, readily accessible to
him for his patients, the full range of up-to-date knowledge and skills developed
through nation-wide research. At the same time the doctor contributes to re-
search, for his observations add to the total knowledge.

Each of these units we are discussing has its own facilities and staff, though
they function as part of the existing medical work force, to Pull together and
strengthen the medical resources now in existence.

The Regional Iledical Programs as initially authorized, placed principal em-
phasis on regional voluntarism, as the means by which their goal might be
achieved. Today I can report that your con.ddence in this approach has been
well placed. Within the last three years 54 Regional Medical Programs have been
brought into being. By this summer approximately one-half of these will have
entered the operational phase. The remaining regional programs will shortly
thereafter begin operation.

With its emphasis on voluntary cooperation the RegionaI Medical Program
mechanism has managed to harness the creative energies of practicing physicians,
hospitals, medical schools, ~ohmtary, state and locaI health agencies. All too
frequently in the past these creative energies have been isolated from one another
or, even worse, in competition. Regional Medical Programs make it possible for
all providers of health ser~ices to combine their strengths to improve the care

of patients with heart disease, cancer, or stroke. Thus our aspirations of 1965
today are working entities.

One of the most important developments is the Iarge and increasing involve-
ment of the medical profession. In a recent speech the President-elect of the
American Medical Association said, “As a whoIe, the medical profession at the
beginning of the year 1968 is probably more deeply involved in the planning
process to determine the nature of the Regional Medical Programs than it has
been in the planning of any previous Federal program.”

Now in considering the f nture of these Programs, Mr. Chairman, I would
like to discuss the legislation before your committee. I was disappointed to
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find that Title I of the bill does not propose to broaden the construction authoritY
for Regional Medical Programs. During the initial hearings before me I~~ter-
State and Foreign Commerce Committee on Regional Medical Programs in lW~,

there was much testimony that construction authority would be necessarY if
the requirements of the legislation were fully to be met. The committee in
modifying the bill deleted the authority for ne}v construction. In its report on
the bill the committee reasoned that the program ~ould not be jeopardized by
the lack of such authority in its initial planning phases. Furthermore, the
committee felt in those instances in which new construction might be required
for Regional Medical Programs, other Federal sources of funding shonld be
sought. Finally the committee in its report indicated its intention to reriew
this question at the time of the legislation’s extension.

Mr. Chairman, I would like to commend the committee’s wisdom on this
matter. ln fact, the Regional Medical Programs have not been jeopardized
during these past three years, during which they have organized themselves,
planned their programs and begun to enter the operational phase.

However, this situation is rapidly changing. Already 12 of the 54 Regioual
Programs are operational and within the next year or so all of them will have
begun operations. Accordingly, their needs for additional facilities will rapidly
increase.

The Surgeoi~ General’s Report to the President and The, Congress on Regional
Medical Programs documents the case for limited Regional Medical Program
construction authority, It is extremely important to understand that these
facilities would principally be located in community hospitals, not our medical
schools.

Examples of needed community hospital construction described in the report
iuclude ciass and conference rooms for regional continuing education programsi
space for special demonstrations of community Patient care, and expanded
diagnostic laboratory facilities.

These needs are not now being met under existing Federal construction pro
grams. There are two interrelated reasons for this:

(1) The competition for Federal fuuds for the construction of health
,. facilities has grown enormously as a result of au overwhehning demaucI fur

such facilities.
(2) By definition, the nature of Regional Medical Program construction

needs goes beyond tbe needs of a single institution to tbe needs of the regiou.
Accordingly, it is unreasonable to assume that any sincle institution wouid
be willing to divert its scarce funds for matching purposes wheu the beneti ts
of the facilit y are intended for ?nanu institutions.

Since it is essential that there be no substantial distortion of the Concei}t of
i, Regional Medical Programs, I concur that rather strict limitations should be

placed on this vitally needed construction authority. The kinds of limitations
one finds in the SurgeonGeneral’sreport, having to do with the amount of funcls
available for construction PUrposes, seem entirely reasonable to me.

Having considered the limitations, what kind of Regional Program pro.je~ts

j
are we workiug to generate? How does such a project work? An example of t be
effective implementation of the program involving community hospitals is pro-

I vialed by the Rochester (New York) Regional Medicul Program which ims
~ inaugurated an initial five-pa~t operational program in the area of cardiovascular

disease. Each part is specifically designed to meet observed or expressed needs~, in the delivery of specialized medieal care to the heart patient. one project ~viil
,1: provide postgraduate training in cardiology for general practitioners and inter-

nists who practice medicine in the ten counties which nmke up this region, Sw-

1
eral dif%rent training programs will be offered so as to Ijest meet the indiridunl

I
needs of the l]hysicians who will participate. This program is being Persentd
in direct response to the requests of physicinn.s for this type of assistance. One
phase of this program includes visitations to peripheral hospitals by the cardi-
oIogistx who will provide this instruction. Oertain auclio-visual equipment will be
placed in these peripheral hospitals for continued use by the local physician,

A parallel program will present intensive month long eonrses to prepare pro-
fessional nurses in the management of coronary care units. The growth in the
number of coronary care units which provide essential medical care during the
acute phases of cardiac illness, has created an urgent need for an increased num-
ber of weli trained nur.sw; the latest advances in nursing techniques and modern,,;, life-saving equipment demands specialized instruction in the nursing skills re-

/ ;

i“;:;
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quired. Hospitals in the region have already expressed their intent to have nurses
participate in this program as soon as it is activated, The objedives of this
program go beyond that of supplying speeially trained nurses for coronary care
units in general hospitals; every effort will be made to train coronary care uu~r
nurses from the smaller community hospitals as well, even though they may
not as yet have such a unit.

Three additional activities WM also be pursued under this initial operatioua!
program, A regional laboratory will be established for education and training
of medical personnel in the care of patients wnth thrombotjc and bemorrhagle
disorders. This is the first such facility in the region and will be based in oue
of the general hospitals participating in the Rochester Regional Medical Pro-
gram. A region-wide registry of patients with m~ocardial infarction will W
implemented which will gather uniform information from the coronary care
units of participating hospitals and provide immediate as well as longitudiua 1
data for analysis. A relatively small amount of funds has been made available
to the region to develop the first learning center in the region where .sou]e of
the educational programs in heart disease, cancer, and stroke may be preseutd
to physicians and nurses.

The first year award for this multifaceted program in cardiology is $343,7W.
Having described an example of what we are building, Mr. Chairman, I should

like fina~ly to say a word or two about the level of funding I believe essentifil if
Regional Medical Programs are to have a fair chance to achieve their goal.

We all realize that the maintenance of health is assuming an increasing!~
important role in our socio-economic area of concern and activities. The health
industry today accounts for an expenditure of $50 billion but it is scheduled
soon to increase to an expenditure of $75 billion.

If the Regional Medical Program is to fulfill its function as the interface be-
tween the moving parts of this health care mechanism, it must continue to be
able to influence that increasingly expensive device.

We would be short-sighted engineers, indeed, to derive authorization ceilings
for the next five years of this program by looking backward at the cost of these
programs at the time they were being planned. The cautious development of
those programs has unleased a chain reaction of operational activity which will
necessitate substantiality increased funding Ievels. It is already clear that on
the average these programs will be operating at a level of between $5 million
and $10 million each within the next live years. It is, therefore, necessary that
an authorization level of roughly $5(KI million be used as the yardstick with
which one measures the funding levels of the program contemplated by this
extension.

Mr. Chairman, I am indeed privileged to again have the opportunity to prr.wnt
my views to the committee which has done so much to shape health legi..l:l -
tion in general and the Regional Medical Programs in particular.

Mr. ROGERS.Our next witness is Sidney Farber, director of researcll,
Children’s Ctincer Research Foundation, Boston, Mass.

Dr. Farber is also an old friend of the committee, and he was helpful
in the formulation of the original legislation, having served as chair-
man of the Cancer Panel of the President’s Commission.

Welcome back, Dr. Farber.

STATEMENT OF DR. SIDNEY FARBER, DIRECTOR OF RESEARCH,
CHILDREN’S CANCER RESEARCH FOUNDATION, BOSTON, MASS

Dr. FARBER. Thank you, It is a great honor to be once more before
this committe~, where m? memories Ire as heartwarming as any meln-
ories I hare m m-y entree professional career. I join Dr. DeBt\lie>
md al? our collea~les in expressing gratitude to this committee and
Congress for starting -what I regard as the most important progr~m
m the field of medicme in the history of our country that, is applied
directly to the care of the patient.

I speak stron@y in favor of H.R. 15758, the pur ose of which is.

J’among Ot]ler thm~, to amend the Public Health ervice Act so L1:

I
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to extend and approve the provisions relating to regional medical
health programs.

I join my colleague, Dr. DeBakey, in str~n recommendation ~0~
fconstruction funds, and I will gi~-e one examp e of this l~~r> TVhlCh

w-ill illustrate the great need for const~uction funds in this program.
What we are askin today is authorization for the next 5 yeare for

fthese funds, with tihe ope that funds will be avail~ble, released from
other sources, -which will make the SUPPO~ of ~hls program and so
many other worthy programs before the Congress possible.

I would like to say just a f ew words +.mut these programs.
There has be+m a magnificat beginning already. I want to give

evidence that the administration is excellent under Dr. Maraton in the
division of regional medical programs, and &hat the Council and
advisory ‘boards are composed of wise and courageous men who are not
afraid to say no, nor are they not afraid ~ say Ye$~~ ~he aPProval of
programs that deserve approval.

I have the rivilege as a member of the National Advisory Council
xto represent t at council to the Regional Medical Pro rams Council;

%this M my second year of watching and listening wit gre~t ap~re-
ciation and helpin , when I am asked for help~ m the deliberations

5of these advisory oards.
The regional medical program represents the first time in the

history of American medicine w-here all segments of society concerned
with the health of our people ha-re come together ko achieve a common
goal of better health,

%
reservation of lives, and the prolon ation of

$goocl life for people w’ o suffer from these dread diseases. his is a
great triumph in Itself, and wouId be worthy of the entire cost of this
pro ram if this were the only spin-off of what has been done.

%T e regional medical programs, quite sim ly, are concerned with
$bringing to everg man, woman and child su ering from fih~e dread

diseases, and eventually, I hope, from all diseases, all that M kno~
toclay that might save lives or proIong good life, This is accomplished
in the simplest ~erms in two wa~s.

We:begm with the commumty hospital and the doctor in practice.
We gme added strength first in manpower in trained personnel in
those community hospitals, and, second, technical facilities for what
is lacking. And we link these community hospitals with so-called
“centers.”

These centers are not buildings in one place. They are not in one
building, but they represent a portion of a given region where there is
a concentration of expertise in medical schools! teaching hospitals and
research institutions, where there are facilities and manpower and
expertise that cannot be duplicated endlessly.

The country just can’t afford that.
If we can bring these two se~gnents of the medical community to-

gether, the community hospitals and these medical complexes, and
with good means of communication in the modern idiom for rendering
diagnostic assistance and therapeutic advice, we will achieve some-
thing that in the field of cancer, and other fields, will bring great
rewards.

I want to mention figures that I had the privilege of mentioning once
before before this committee.
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In canceq, if we could bring to every man, woman and child every-
thing that ]s known in diagnosis and therapy today, there would be
a saving of 100,000 to 300,000 who are destined to die of cancer this
year.

In the field of heart disease and the field of stroke, this can be
multiplied as evidences of -whatthis program cm accomplish.

For the remaining 200,000 of the 300,000 for whom we havo nothing
available today and who m-i]1 die of cancer, we require research. The
great research programs of the N’ational Cancer Institute and the
-&nerican Cancer Society and the many private institutions of the
country will provide the research in the course of time which will bring
answers to the problems which cannot be answered today.

But if we can focus our. attention on those who can be saved with
knowledge presently available, this ~oal is worthy enough.

I want tm oint out one example m regard to construction. You are
!familiar wit the great returns from the privtae sector to the Hill-

Burton Act and to the Health Facilities Construction Act, and so on.
In those there has been an outpouring of private money. That will hap-
pen here, too, in those parts of the country where the private sector
can aid. In those where the private sector is unable, this program
should shoulder the entire burden, because human life is precious
wherever it is.

There is one example that I learned about just before coming here.
The community of Anchorage, Alaska, in response to the needs

identified by the Washington-..4 laska regional medical program, for
high-energy radiation facilities closer than Seattle, Wash., is now
conducting a campaign to build the facility. Solicited private funds
will be used to construct the housing for the equipment, which is very
expensive.

The equipment will be purclmecl by the regional medicml program,
The treatment center will be operatii as a regional resource by

the Providence hospital, as planned and appro~ed by the local and
and regional advisory groups.

The decision to support the ~ctivity involves cooperative zrran.ge-
ments at another level also, and of this I am very proud. The National
Cancer Institute conducted the s;te visit, which gave assurance of the
sound scientific and professional basis of this project. Here is a beau-
tiful example of two segment: of the National Institutes of Health
cooperating.

I have just heard that the Anchorage Construction Trades Council,
comprising 14 unions, have taken on the construction of the building,
contributing more than one-lxilf of the total cost from this one source
alone. This is heart-warming! indeedj to see a community as a -whole
joining with a Federal program in aldin people suffering from can-

Ecer by providing a form of treatment that ad been lacking m that part
of the country.

The time has come now to recommend greater support for this pro-
gram on the basis of the fine progre:+ which has been made.

You have already heard from Dr. DeBakey in response to questions
for the amount which is recommenced for this year. May I mention
two other figures ~

By 1971 this program should be supported
than $300 million, not counting construction.

by m amount no less
And we should reach
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the figure of ‘$30(1nli]]ion \vit]lill 5 years’ time if we are tO utiliw
to the full the strength of whzt has been mobilized in the various
regions of the country in behalf of the health of our own people.

I close these remarks, Mr. Chairman and gentlemen, confident il)
the belief that the leadership to the ~on~ress offered by yotlr col)~-
mittee will permit these re.glona] meclical programs to make a tr(ll~
great contribution to the health of all of us.

Thank YOU.
(Dr. l?t~rber’s prepnrecl staten~ent follows:)

STATES{ EST OF DR. SIDNEY I?ARSER,DIRECTOROF RESEARCH, CIIILD~EN’S C~YcE~
RESEARUI FOUXDATIOX,BOSTON, MASS.

Mr. Chairman and members of the Subcommittee on Public HPnlth and WeIfa r<~.
it is with gratitude that I acknowledge this opportunity to appear before you ill
strong support of H.R. 15758, the purpose of wbieh is, among other things. ‘“t)
amend the public health service act so as to extend and approve the provisiol)~
relating to Regional Medical Programs.”

My name is Sidney Farber. I am founder and Director of the Children’s C’arx+’r
Research Foundationin Boston, and Chairmanof the Staff of the affiliatedChil-
dren’s Hospital Medical Center.For almost 44years I have been associatedwith
Harvard Medical School as a student and member of the Faculty, where I aui
now the S. Bnrt lVolbachProfessorof Pathology.NYmedical,research,and teach-
ing acti~ities have ireendevoted to chiklrcmand to the field of cancer. .M the
presenttime I am I’resident-electof the American Cancer Society which deriv(’s
its great strength in its struggle to control cancer. from more than 2 million
volunteers in all parts of the country. Presently I am a member of the National
Advisory Cancer Conncil of the h’ational ?nstitntes of Health, and representtb~t
Council to the National Advisory Conncil on Regional Medical Programs. It was
mY Privilege to serve as a Member of the President’s timmi.wion on Hesrt I)i+
ease, cancer and Stroke, as Chairman of the Panel on Cancer. It was this (.’om-
mission which produced the renowned DeBakey Report which culmirmted in the
enactment of P.L. 89-239, the Heart Disease, Cancer and Stroke Amendment [If
1965. It was my privilege, too, to testify before this Committee in support of the
original enabling legislation.

Today I come before you in sul)port of the extension of this program wb icb
represents one of the greatest opportunities in the history of medicine to l)revent
death from these dread diseases. and to prolong good and useful life for our
people. May I summarize briefly a few points concerning the program as a \Ybole.
and that portion dealing with cancer in particular:

(1) A magnificent beginning in planning, and to a smaller extent in operntiom
has already been made in this very short period of time. The Regional M~wlical
Programs already show convincing evidence that for the first time in American
history the various components of a given region of the country concerned with
the health of our people can and will work together toward the achievement of a
goal which has never been so broadly defined.

(2) The goal of the Regional 31edical Programs, in a few words, is the pr~~
vision for every man, woman and child suffering from any of the>% dread and
related diseases, of all that is known as well as all sophisticated terhaical lmce-
dures for the prevention of death and the prolongation of good life. Fnr]damental
to the achievement of these goals are developments in data collection and the l)er-
fection of better methods of delivery of medical care, as well as improvements
in continuing educntion for the physician and edncation of the public. Nakin:
use of these invaluable tools, then, the Regional Meclicmi Programs, in the case
of cancer, are beginning to create meaningful relationships between commnnit.r
hospitals and those parts of the region where are located the medical school+,
teaching hospitals, and research institutions concerned with cancer. The com-
munity hospitals must be strengthened by increasing the number of members
of tileir staffs, speeially trained in the various aspects of diagnosis and treat-
ment of the many different diseases we call cancer, and the, addit ion to t i]ei r
techuical armamentariurn of such special technical devices as radiotherapy units.
and other diagnostic and therapeutic equipment.

In the medical school complex there will be concentrations of specialists in the
many phases of ea ricer research, diagnosis and treatment to give expert assist ante
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to rqr doctor in the region in behalf of his patient. In such complexes where a
critical mass of expertise is to be found, primary responsibilities will include
continuing education with the help of technical equipment in the modern idiom,
demonstrations of new techniques for diagnosis of treatment, and consultation
services to the community hospitals and all doctors in the region, in addition to
the conduct of research designed to provide solutions for problems in cancer
which can not be satisfactorily handled on the basis of present knowledge.

f3) It has been estimated by experts that if we could make available to every
patient with cancer in the country today all that is known concerning diagnosis
and treatment, we could save 100,OOOof the more than 300,000 who will die of
cancer this year. This is without new knowIedge emanating from research labora-
tories. It is a goal that can be achieved by the full development of these Regional
Medical Programs in the field of cancer alone.

(4) .4s was the case with the Hill-Burton program, and also the Health Fa-
cili ties Research Construction Program of the A’ational Institutes of Health, in-
vestment of Federal money will be sure to call forth investment from the private
sector. You will he interested I am sure in one experience in a part of our Country
which has serious need for improvements in the tleld of cancer.

The commodity of Anchorage, Alaska, in response to the needs identified by the
Washington-Alaska Regional Medical Program for high energy radiation treat-
ment facility closer than Seattle, Washington, is now conducting a fund raising
campaign. Solicited private funds will be used to construct housing for the
equipment, which will be purchased by the Regional Medical Program. The treat-
ment center will be operated as a regional resource by the Providence Hospital, as
planned and approved by local and regional advisory groups. The decision to
support the act ivit y involves cooperative a rrflngements at another level also,
for the National Cancer Institute conducted a site visit which gave assurance of
the sound scientific and profession:ll basis of this project. I heard just before
C’CJUIin~ here that the Anchorage Building rmd Construction Trades Council, com-
prising some 14 unions have taken on the construction of the building as a
lJroject, contributing more than one half of the totnl cost from this one source
alone.

RSCOIIMEXDATION

The time for increasing the sup}}ort for these Regional Programs in Heart
Disease, Cancer and Stroke has come on the basis of the truly splendid start
that has been made. The upward trend of needs—almost double each year—
is ~ppa rent as more programs reach the stage of actual operation. In fiscal 1967
only 4 programs were operating; in 1908, 20 more will reach that stage. Even
to make possible the uni~ersal application of such a simple and established
technique for detection of cancer of the uterus at the Papanicolaou smear, is
an expensive procedure, but one that will be followed by the saving of thou-
sands of lires of women each year. We should emphasize,too, that rnanYse&
ments of our system—in ghettos, rural areas, or old-age homes among others,
hare little or no access to modern scientific health technologies.

W’e are aware that particularly at this time priorities must be established and
that choice.? must be made. It is our purpose today merely to point out the great
good that will come if there is support of programs whirh have already demon-
strated their ability to achiere the goals defined by the President’s Commission
on Heart Disease, Cancer and Stroke and put into law by the Congress of our
Country on the recommendation of this Committee. From the time of the iden-
tification of these goals in P.L. 89-239, the Regional Medical Programs have
captured the imagination and raised the expect ations of the general public and
the henlth provisions alike. Those v’ho hare studied the needs of this program
most carefully recommend that the ceiling for the national program as a whole
should reach the level of more than 500 million dollars within 5 years, and
shmlld certainly not be lower than 300 million dollars for 1971 if we are to utilize
to the full the strength which has been mobilized in the varous regions of the
crmntryin behalfof thehealthof our own people.

I close these remarks confident in the belief that the leadership to the Con-
gress offered by your Committee will permit these Regional Medical Programs
to make a truly great contribution to the health of all of US.

Air. ROGERS. Thank yon very mncll, n-. Fnrber. TVe we inclebted to
you for being here and giving us your o@ion on this program.
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Let me ask you, for instance, with the Children’s Cancer Research
Foundation, can you give us. any example where a new treatment,
perha s, has been disseminated throu h a regional medical pro ram ~

% & 8Dr. ARBER.Yes, Mr. (llairman. he children’s (lancer esearch
Foundationj if I may speak of something with which I have been
concerned for the last 21 years, is really a rototy~e of the Regional

Fikfedical Center program. It is a private oundatlon, assisted from
the private sector and receives research funds from the National Can-
cer Institute an! help from the America! Cancer Society. It is sup-
ported by the entree New England community.

It rovides expert care and diagnosis and treatment for children
f’with eukemia and all forms of cancer, for any child sent by a doctor

in the entire region. The doctor takes care of the patient at home and
gives the tremendous moral and medical support required by o
family which has a seriously ill child at home.

The foundation provides the techniques and equipment which
are much too expensive to be in a doctor’s office. It carries out all these
expensive services without professional charge to the patient; at
home the pat ient is the private patient of his private d!ctor.

In 21 years, Mr. Chai~~an, I have never had a complamt from a
single doctor in this region. We have had remarkable cooperation,
and the community as a whole has cooperated to support something
which the considered absolutel necessary for the comfort, the well-

?’ tbeing, an the mental peace of t e family, as well as for the health of
the child.

Mr. ROOERS. Have we had any real breakthroughs in this area, in
the treatment of ieukemia in children ?

Dr. FARBER. All. Clhairman, there has been very great progress. It
was 20 ears ago last November when the first chemical that coulcl

fcontrol eukemia, at least temporarily, was administered to a child for
acute leukemia.

There is no cure for acute leukemia, but atients live ood lives for
!several years, instead of a few weeks or a ew months. L d therd are

alive a few hundred patients, adults and children, about 1 percent., I
estimate, of all the patients with leukemia treated, who have lived
good lives for 10 to 15 years without evidence of the disease.

This is not a curq, in my opinion, but this is very heartwarming evi-
dence that we are m the right direction in the use of chemicals, ancl
many supportive programs, such as Iatelet transfusions and so forth.

iIf we can keep good life ~oing, t e next forward step in research
may come in time for that chdd.

We have other tumors in adults as well as children, which have re-
sponded to surgery, radio therapy, and chemotherapy. In one. case of
cancer of the kdney in children, y? are now above .80 ~rcent m lon~-

1term survivals because of t,he addltlon of chemical, m t M case an anti-
biotic, to modalities ?f surgery, and radio therapy. We have accom-
plished what seemed Imposmble 20 yars ago. Once spread to the lungs
hacl occurred in this kind of t.umo~, there was a matter of 3 to 6 months
of life ahead. We are now able, m about 60 percent of the children
who have had spread of this can~r to the lungs, we are able h have
complete destruction of the tumor using small amounts of radio ther-
apy and an antibiotic. Life hm ‘Continued In the longest patient for 13
years with no evidence of the return of the tumor,



I

.145 I

There are many examples that could be given from thes lendid in-
[stitutions in the country and in other parts of the world w ere great-

e~t advances have been made. The word “cancer” does. not apply to a
single disease. It includes many different diseases, wluch may be un-
related, all of which are called cancer, so we may have to answer
your question instance by instance as we record success.

Mr. WGERS. I think that is encouraging, and I think it is well for us
to spread on the record some of these examples, so where you have a
tichniqqe that is successful, this can be spread quicld through a re-

Zgional medical program—at least that is the theory-t ~t it can get to
the local doctors and hospitals, And although we may not have the
necessary treatment there, it can be arranged for and the treatment
prescribed.

Dr. FARBER.We hope these regional programs will provide for the
community hospital the expertise and the equipment which will take
care of the vast majority of patients with cancer, leaving for the cen-
ters the new problems which require far greater outlay m equipment
and manpower.

Mr. ROGERS.Thank you.
Am there any questions!
Mr. KYROS.I want to join with you in welcoming Dr. Farber here.
Mr. NELSEN.I was interested in your statement that many patients

have one as long as 13 years with no evidence of recurrence.
%Is t ere any speoific number of years that the medical profession

assumes b be past the dan er point m radiation treatment of a tumor I
KDr. FARBER.This varies om tumor to tumor.

In the case of the kiclney tumor I mentioned, I have experience for
more than 40 years with this kind of tumor. If there is no recurrence
or evidence of tremor 2 years after initiation of therapyl wc may as-
sume with a high degree of certainty that the pntient w]ll rcmam in
goocl health. In the case of other tumors, cancer of the brewst, for ex-
ample, although most patients will remam well if they ha17ebeen ~ell
for 10 years, all of us-Dr. Carter, too, I am sure-have seen patients
-whohave had recurrences 18 to 20 years later.

So we must give a different answer for each kind of tumor.
Mr. NELSEN.I had in mind a case that I am well aware of, that htip.

pens to be my son who had a brain tumor. It is now 5 years since the
radiation treatment was given, and he has been in very good health
since this operation was performed.

I am al-ways watching, of course. This was 5 years ago, mnd it would
seem he is in very good health at this time.

Dr. FARRER.I am sorry to learn you have this personal experience?,
Mr. hTelsen.I would say the story you give is encouraging . If there M

fno evidenca of tumor after 5 years, this looks very hope u1.
Mr, ROGERS.Dr. Carter?
Mr. CARTER.I want to say thank you for an interesting and informa-

tive—and I started to say ‘(persuasive” presentrkion. but instead of that,
I am going to say that so far as I am concerned, I mn a believer znd
am fully persuaded in what you say.

Thank you.
Dr. F~R~ER.Thank you very much, Dr. Carter.
Mr. ~ImmITz. Doctor, I ]mve one statement.
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You made the statement, I believe, that if we could make avail-
able to every man, woman and child the evidence that we have Oncancer?
100,000 lives would be saved this year or any year. Is this correct?

Dr. FARRER.That is correct.
Mr. SKUBITZ,Of course, I recognize the task we have in trying to

get to erery individual, but don’t we have a central clearing agency
of some sort where information is collected ?

Dr. FMRER. Yes, we do, fhrou h the National Cancer Institute ~nd
the .4merican Cancer Society, %ut the problem is complex. May I
mention a few of the complexities?

First, m-emust have the patient come to his doctor early. This is No. 1.
The .4merican Cancer Society particularly has had a great educational
program for many years in the attempt to have patients come much
earlier than is now the case. If w-e could apply the cytologic diagnos-
tic test, for example, to ever ‘ woman today, we could save thousands of
lives, ]itera]~y thousanck, i ecause here is a form of cancer of the
uterus -which can be cured by surgery, o? radiotl~erap y.

But if we can’t get the patient exammed properly and regularly, we
cannot save lives.

There is a further point that should be made. It is that there is a
lack of facilities in many of the community hospitals of the country
where there are good men and well trained men and devoted doctors,
hut without expensive facilities and without all of the supportive
therapy that is extremely costly, one cannot do as much for the
p~tient. as we hope to C1O-when these regional medical programs bring
suppcmt to every community hospital that is connected with every
cent e.rl and every center connected with every other center.

There are many reasons of this kincl, but if this country decicled
today that it was worthwhile saving these 100,000 lives by bringing the
financial support and the administrative relationships that W-OUIC1be
reqnired, these lives could ~ saved.

IIr. SK~ITZ. Maybe I misunderstood you. I thought you were say-
ing That one of our first problems is trying to bring about an aware-
IIe$s ilL t]le illcliviclunl of what. the clanger sgmls are, and if they codd
recognize them, and then get to the proper place for proper medical
ctttention! they WOUIC1be savecl. .4m I r@t ?

Dr. F.IiWIER.That is point No. 1. Part of it is what the individual
patient will do, and part of it is what the cloctor will ~o, But if these
patients mine to hospitnls which clo not have f?cilit]es, the doctor,
who is alredy tremendously overburdened vnth the tremendous
monnt of gc)ocl that- he is doing in general practice, will be unable to
~il,e the Ol>timal treatment, because the facilities are lacking, because

of the expense of sup ortive therapy, because of the number of ex-
1per!s in many fields o meclicine, surgery, ancl laboratory science, are

not available for the patient.
13ut if z patient should receive ever@ing that is known today,

he will stand a far, far better chance m such a place than he can
otherwise.

Mr. SIWMTZ, Thank you, Doctor.
Mr. ROGERS.Thank you very much, Dr. Farber, for your excellent

testimony.
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Our distinguished colleague, Congressman Kuykendall, will in-
troduce the next witness, We are pleased to hare our colleague with us
at the committee here and are delighted that you will introduce our
next witness.

STATEMENT OF HON. DAN KUYKENDALL, A REPRESENTATIVE IN
CONGRESS FROM !CHE STATE Ol? TENNESSEE

Mr. KU~ET+DALL. Thank you, Mr. Ch8irrnan. It is a real privilege
to be with the subcommittee for a few moment% and a particular
privilege to introduce a man who for se-reral reasons, I think, is
peculiarly qualified to testify on this ~articular bit of legislation.

I think he is qualified for several ddlerent reasons.
First, if not foremost, is the fact that our city and area of Memphis

is ver much a regional city, probably more so than any major city
c1outsi e of the crowded area of the eastern seaboard, where within 125

miles of our city we have five States. And we have run into problems
of Hill-Burton, because of implications of not getting benefits from
a regional concept.

We proudly announce that Memphis is a major medicd center
around our fine university. And Dr. C’annon himself is one of the
outstanding surgeons and, maybe more particularly pertinent to this
hearing, one of the major contributors to medical education in the
whole Nation, having been one of the leaders in the field of medical
education for quite sorneyears.

So it is z prmilege to introduce m fellow Mernphian, a good friend
Cland a leading educator, Dr. Bland annon, of Memphis:

Reluctantly, I have to leave now, and go to my committee.
Mr. ROOERS.We understand.
Dr. Cannon, we are pleased to have you and welcome you to the

committee.
I understand ou have an associate, Dr. Henry Brill.
Dr. C.4NNON.$ es. I would like to ask Dr. Ruhe, Dr. Brill, and Mr.

Harrison to accompan me to the witness table.
rMr. ROOERS.We vie come all of yOL~to the committee and will be

pleased b receive your testimon
i

. It is rn~ understanding, Dr. Ctin-
non, that you are representing t e American Medical .4ssociation in
giving your testimony.

STATEMENTS OF DR. BLAND W, CANNON, MEMBER OF COUNCIL 011

MEDICAL Education’?, AND DR. HENRY BRILL, MEMBER OF COII-
MITTEE ON ALCOHOLISM AND DRUG DEPENDENCE, AMERICAN
MEDICAL ASSOCIATION; ACCOMPANIED BY BERNARD HARRISON,
DIRECTOR, LEGISLATIVE DEPARTMENT, AND DR. WILLIAM
RUHE, DIRECTOR, DIVISION OF MEDIGAL EDUCATION

Dr. CANNON.That is correct, Mr. Chairman,
I am a practicing neurological surgeon and a member of the Ameri-

can Medical Assowation’s Council on Medics 1Education.
With me to present the views of the American Medical .4ssociation

on H. R.. 15758 is Dr. Henry Brill, of Brent woocl, hT.Y. Dr. Brill is chair-
mm of the .4MA’s Committee on Alcoholism and Drug Dependence.
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Mr. Bernard Harrison is director of AMA’s Legislative Department,
and Dr. William Ruhe is director of AM-A’s Division of lfedical
Education.

The three parts of H.R. 15758 affect three programs of special
interest to the American Medical Association. I will comment on the
first part which relates to the extension of the regional medical pro-

!
ram. The second part proposes an extension of the program for grants
or health semices for migratory workers. The third part proposes a

new program for alcoholic and narcotic acldict rehabilitation. Dr. Brill
will provide the subcommittee with the association% views on the latter
two subjects.

STATEMENT OF DR. BLAND W, CANNON

Dr. C.+NXOX. One hunched ancl twenty-one years ago, as a ~e:~lltof
the concam of the profession with problems relating to the qullity of
medical education and ‘health care, the AMA was founded. Since thxt
day in 1847, organized medicine has encouraged methodologies of
health care which it believes will lxx% provide m~proved health care
for all patients,

The increased longevity which the American people enjoy today is
a tribute to medical advances and their ap licat ion to the health care

f’of the American people. The .4merican P lysician today is pr~pared
to rencler the best medical care in the world because he is a product of
a constantly improving pattern of the finest medical education ancl
reseiweh; because his op ortunities for postbnaduate education xre un-
excelled tzn~n’here; an cl! because he has been armed with matchless
and ever-advancing diagnostic and therapeutic techniques.

1 have made the previous statement, Mr. Chairmah, because it sboulcl
be clear ~hat mhile -we constant] y strive for improvement so that -what
m-e have today will be better than yesterday, and what we obtain to-
morroxv will still be better th~n toda~, we must not lose si ht of the

%remarkable accomplishments that have been macle in ‘healt cme by
our ~edioal educators, medical researchers, and practicing ph~:~~cians.

ln July 1965, when Dr, James Z. Appel, who was then president of
the association, appeared before the full Interstate and I?oreiGm Com-
merce (lommit.tee to @stify on the bill tio establish the r~gional medical
progrn.m concept, he voiced the association’s concern =rath certain pro-
visions of the bill then before the committee. Because of the amend-
ments made by the Commibtee, much of our concern was quietwl. RMP
began auspiciously and, since that time, continues to promise a hopeful
future.

But there are still some -who viould like to see the regional meclical
program as an instrument b-y which the organization and delirery of
health care to the American people could be changed in some revolu-
tionary manner. Imp.ortantl

1
, this does not appear to be the view of

those in the.administration c arged with the implementation of Public
Law 89-239.

Dr. Dwight L. Wilbur, president-elect of the AMA, in aclclre=ing
the conference-workshop on regional meclical programs on January 18,

I 1968, noted that on an earlier occasion Dr. R. Q. Mkrston, direr.tor of
I the regional medical programs, had said thak RiMP f.mxs the challenge

$ of influencing the quality of health services without exercising Fecleral

1
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or State governmental control over current patterns of health activ-
ities. Dr. Wilbur then said:

Illthe program in fact is clearly one designedto catalyze aml to facilitate the
developmentof better programstba.nnow exist to serve patientsand their physi-
cians, it will undoubted)y receive enthusiastic cooperation from the medical pro-
fession and related groups.

i3uclI support is evidenced by the participation in RMP by some of
our outstanding physicians and by constituent m~ical societies of the
.$M& In five of the 54 regions, a State medical society is the program
grmtee. ‘JMese are Georgia, the District of Columbia, IiTebra.ska,L~in-
nesot a and Pennsylvania. In many of the other regional programs,
the state medical society is an active” participant. ‘

Ik’e view with favor the earl progress of RMP, its ability to build
Yon existing patterns of medics care (sometimes adding new features

or changing old ones as local demands and resources make possible)
ancl the local flexibility which allows the program to make a real con-

1

tribution to the health care of our nation,
.It the same time, “we recognize that the concept of the regional medi-

CO1program is still in its very early stage of exi+ence and that it is dif-
ficult to wppraise the program. J\Te C1Onot know, ftir. exainple, how
much this pregraln “adds to the sftess on an already: ove~taxed SUPPIY
of avail~ble lnedical. manpower. There is some” concern that the’’pro-
liferation of Federal health pro rams substtiilt.iall~ contributes to the

frise in health care costs. For t lis reason, we are pleased that H.R.
] s?5S provides for an lemduation of the program. lTTe iyould suggest, I
lmwever, that %he ei~+aluation begin”t~,uly 1; 19~8, rather than July 1,
19T(), since evaluation ‘should lie an iiite@il’ pdrf C# the’}liinning. Jlre

/

~
also sugge4 that the subcommittee consider further mne@ing section
1(M to provide that the evaluation Shall be made by a nong?vernment ;
agency,.

SectIons 103, 104, md 106 contain provisions which we believe to be
salutary. SectIon 103 provides for the iilclusion of the territories under
RMPj section 1!)4 mzkes combination of ye ional medicnl program

f~gencles eligible for planning and operation grants; and .iection 106
ac{cls a qqw provision under which grnnts could be nlidc to lkblic ofi
nonpofit private institut~ions for, services needed bv~ br which ivill be
of Sulntanti al use to, any two or more regional medical programs. We
recommend the adoption of all tkree changes.. “.

.&s to other amendments, we recommend tlmt the subcommittee
delete the open-end’authorization for funds for the 4 fist.fil ~ezrs end-
ing after June 30, 1969. In view of the fact that vve are stall dealing
with a relatively untried program, we believe it would be wise to limit
the authorization to such sums as this subcommittee may determine ~
to be reasonable, rather than to proticle for “such sums as md~ be
necessary for the next 4 CSCN1yefirs. ” Further, ~vith the same Concerli, ~
we urge the subcommittee to extend the program for a totid of 3 years
rather than the 5-year extension provided m the bill, Both of the pre- 1

vious witnesses have mentioned 1971 as mlandmark in the activation of
the program.

Finally, we note that section 10S plwvides for an increase in the
number of Advisory pouncil inembers from 13 to 17. As this change
is made by the subcommittee, we would mggest the further mnend-

309- 6530-68-8
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ment to provide that four members of the council shall be ~raoticing
physicians. The current law requires that only two be practicing phy-
sicmns. In view of medicine’s involvement -with RMP, we believe that
having a. minimum of four pmoticin physicians would be helpful

#to the Advisory Council and to the IIM program.
Mr. Chairman, in conclusion, let me sa that RMP has stimulated

[favorable reaction from the medical pro essicm. Some of our distin-
guished medical leaders are participating in the regional program
and many State and county meclioal societies are cooperating in the
plaming of the activity. On the whole, we feel that the programs hold
much hopeful promise.

With your permission, Mr. Chairman, I would now ask Dr. Brill
to continue the aswxiahion’s statement with comments on the remain-
LU provisions of H.R. 1s5758.

k r. RMJERS.Thank -you, Dr. Chnon.
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,Mr. Rooms. Mr. Skubitz ?
Mr. SKumrz. Dr. Carter raised a question that I had intended to

ask.
I am wondering whether we shouldn’t limit these authorizations to

1 year. When we authorize for 3 and 4 years, the departments do not
have to appear before us and justify their program, or tell us what
they have done. They are through with us. Would you oppose l-year
authorizations ?

Dr. CANNON. 1 think that l-year commitments could create dif-
ficulties.

lMr. SKuzrrz. This doesn’t stop the a encies from plannin
E t

for 4
or 5 years. It means they are to come bac and report to us an tell us
v-hat they are doin .

fDr. CANNON. T ere may be difficulties in effecting the program,
in hiring personnel, and many other things, but we wouldn’t be op-
posed to your annllal evaluations and appropriations. I mean, thfit is
a decision for your committee.

Mr. SKmwrz. 1 don’t think the committee wants to. abandon the pro-
gram. But this is the committee that listens to the test.nnony.

I think it is important for the agencies to come back and tell us
what they have done and justify the money they need for the next
year. Other-wise, the departments are on their own. We have no control.

Dr. CANNON. We are tremendously pleased and have commended
this committie for its perceptivity in organizing this program into a
meaningful piece of legislation. We still have that confidence m your
jud ent.

P3 r. SK~ITZ. I notice, for example, in this particular bill there was
an authorization for $100 million in 1967. This makes it appear that
the program is starting to level off at this time. It doesn’t make sense
to me.

Thank you, Mr. Chairman.
lfr. I?OOERS. Thank you very much.
Dr. Cannon, 1 notice

x
ou still express some conqern that th~s pro-

gram might be used to rin
I

about some change m a revolutionary
manner in health care of the merican people.

1s this widely felt in the medical community?
Dr. CANKOiV. I think that there stall exists an aura of concern, be-

c~use some might interpret the legislation to mean that it can effect
the standardization of health care.
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Mr. ROGERS.I thought -we had dispelled that in writing the bill.
We made every attempt to in tl~is committee. I recall the conc?rn when
the bill came out of the Senate. It would have put up medical com-
plexes where ]atients could be referrecl, ancl so forth. But we changed

ithe conce@ o the pro~ram in this committee, as you may recall, and,
I hope, dqelled this Idea. And I would hope the American Medical
Association could dispel that viewpoint,

Dr, CANXOX. I think the amendments have been very gratifying,
but the shed wave initially was rather great. Ancl, as yot~ know, this
is something that we hzve hacl to gradually overcome.

Mr. HAnRIsoN. May I comment, Mr. Chairman, that as indicated by
Dr. Cannon in his statement, that because of the amendments mado
by this commit.teo at the time it passecl on this hill, the fears ancl
conee~m of the association were somewhat quieted. Ancl while them
still remains some concern, we have seen much hopeful promise.

We have been very much appreciative of the work clone by this
committee in the adoption of the initial program.

lfr. Romms. Thank you.
I notice you express concern on page 3—you clon’t know yet how

much this program may aclclto the stress of an already overtaxed sup-
ply of avalla.ble medical manpower,

It was my concept in the or@lal legislation, and from hear; ng
testimony, that rather than aclcl a burden to manpower, this woulcl
perhaps serve as an easing of manpower, beczuse the theory was
that you could quickly get to the doctor in his own locality the latest
treatments, the information of the latest treatments, ancl so forth.
Ancl teams could be brought in from the university centers to work
with them in a cooperative spirit, w-]lere it cliclnl take the time of the
local man to have to-go someplace for 2 weeks in the summer to do
the continuing education tlmt we carry on now. Communications WOUIC1
be improvecl, and this was, I thought, a hopeful way of helping to ease
the manpower problem rather than put a burclen on It.

What is your feeling on thnt ?
Dr. CANxoX. I think your poi]lt is well taken. The mverage practic-

ing physician is somewhat in z box for time. He bounces arouncl nncl
can’t really break away from an educational experience.

However, many men, as you know—l would szy most of then~-
nre dedicated to continuing self-education,

What I had reference to here m-as the number of personnel, the
clemands on an already scarce commodity has been increase(l, an(l tile
utilization of those people -who are trained in mecliccd care to ctdmin-
ister proanams, to partlcitape in them, to teach! to set up units. We
clon’t have any specific figures, but we are concernecl.

XIr. ROGERS.I am interested in ]Iaving information ~]ollg t]lis ]ille,
because I would see it operating jnst the opposite, ancl I woulcl liope
it would.

Dr. ~ANxOS. Bfay I ask Dr. Ruhe, who is clirector of ol~r Divkion
ou &leclical Eclueation, to comment ?

Air. ROGERS.Yes.
Dr. RUHE, I believe n-hzt yOL~saicl will ultimately be the case. In

the planning ancl early operational stages, howeverj It has been neces-
sary for cdl of the regions to accumulate rather lctrge staffs of profes-
sional people to admmister the program CInclto clirect it.
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As I remil, and I am not certain this is the exact number, but I
recall one of the larger regions estimated that it -would need approxi-
mately 90 professional peo le.

?.Mr. ROOERS.All doctors.
Dr. RUHE, Not necessarily M.D.’s, but ersons at that comparable

$degree level, in order to carry on the a ministrative work and the
direction of the pro ram. Thust one of the immediate effects has been

fa rzther considerab e increase m the competition for—that isnl per-
haps the right word—but in the available opportunist ies for enlploy-
ment of professional people at the administrative level.

We have noticed this already. I think it has been noticed in the
medical schools which have been actively involved in the regiomd
activities. It has been necessary for them to add additional faculty
and administrative personnel in order to discharge their responsibili-
ties under the program.

These people have to come from somewhere. They were not in
great supply before. A number of them have come out of practice,
and -while we feel ultimately this may result in more efficient utiliza-
tion of health care services, -we think there is an immediate effect
here in providin

E
some competition for manpower in the health field.

This 1s, I thin , the basis for this statement.
Mr. ROOERS. Vlell, now, what, I wondered was this: For instance,

I envisioned the fact th~t you woulcl carry on a continuing education
program, perhaps through television, where you ha-i-e an expert in o
medical center giving instruction to your locnl hospitals in a certain
treatment that may have jnst come. out; so that you don’t have to sencl
instructors out to each hospital? or have each doctor come in and take
that time to come to the medical center. But the communication is
one of the means that you are going to cut down on the use of nN~n-
pow-er, I would hope.

Is this envisioned?
Dr. RuHE, Yes; it is.
Mr. ROGERS.So there are so many things where I think you would

be saving” the time of the local dwtor; so you don’t h%ve to have fife
doctors where one doctor may do the work of two doctors-for in-
stance, where he performs his exam and wants a reading on an X-\ay,
and he sees something that is m-rong, but he can get it m the mwhcal
center where it comes back imnxxhat e]y with a cornmunicztion on the
diagnosis.

Isn’t that going to save him time ancl enable him to see more
patients ?

Dr. RUHE. I think in time it will.
Ilr. ROOERS. Right; and this is what we are concerned with, ,getting

the hea.lt h to the peoplej and this is the reason this program was en-
visioned and adopted I think.

Jlr. CARTER. J{r. ~,hairman, v-ill the gentleman yield?
lfr. ROOERS. Yes.
Jfr. CARTER, I want, to say somethin~ in behalf of the general prfic-

tit ioner in this case, if you pla.+, I ~on’t think we should sell him
too short. He is a mnn who is known by the fruits of his labor. If he
doesn’t produce, certainly his prnctice is going to fall off, and he does
tzke part in schools. He goes ~s a member of the Academy of Gen-
eral Practice, He is required regularly to go to School.
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Our universities, too, in cooperation with the medical associations,
clo provicle aicl ancl v]siting @ysiciwns who come to our hospit~]s
throughout rural America to teach US, ancl we are glad for this.

Tle general practitioner in most Cases) if jle is e.fllclent and effecti~-e,
he has developed channels of commurmation with Universitiesj and
surgeons and diagnosticians who can be of help to him.

Most of our community hospitals, I -would say, have a qualified
radiologist who read their films from time to time. So w-e have most
of these prpbmams already. They hnve already been developed by
priyate initiative, forced by the neeeswity of doing the best type of
work.

.hd 1 should say that rno~t general practitioners C1Othese things.
This program, as I see It, M to complement the program which iS

already ‘existing.
Mr. ROGERS.I am not tryiqg to run clown the general practitioner.

I think he has clone a grand job. WC want to help him to do a better
job for the American peo@e.

1 agree with you. I think he has done a great job. We want to help
him do a better job widl this program. This is a program, really,
for the doctors, so I would understand why the .krnerlcan Meclical
.4wociation wou]d support it. It is really b::+ .:l]!y for the cloctor.=.

to be helpf ul to them i !‘ :2iving good trentm~-.; .
Dr. CANNON. Mr. ~~lmirman, may I comment on your statement?
Mr. ROGERS.Yes.
Dr. CANNpN. “1-::k is, in essence,. why -we bel~eve in the expansion

of the Aclvvsol.y Cl)uncil. We belleve it is w~se f tj i~ke two new
membels fronl ,2prac~ic@g profession.

Mr. liOGERS. I think It M a good suggestion ?. ..1. ik we :!: O-: d h~-re
practicing people, and I don’t think we are g.” ug enough hospital
peor)lc in there, either, Dr. Cannon. 1 think v,c are getting too many
~Jucators. This is natural at first,. ~nclwe need them.

But we have overlooked in t]) N p;.~gram, to date, I think, bringing
in a more active participation by prmiicing physicians and by hospird
administrators, and some of the people who are actually involved with
providing some of these services and where the critical units should lx.

We need a more practical approach in the implemental ion of what
is a good program in theory, and I think your suggestion is good.

I might state that I think the only group that requires continuing
education is your group of general practitioners; does it not 1 Your
specialties don’t require continuing education. Perhaps they will. This
will be ood.

8Dr. AMNON.By our negative reward system, they require it.
Mr. ROGERS.I am sure all the doctors try to keep up as best they

can..It is not easy.
I can assure you this committee is not going to go for open-enclecl

funding. ?Ve have made it a practice, as has been expressed by my
colleagues here. We will set a certain sum to be authorized, and our
normal procedure has been a 3-year program.
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Mr. ROGERS.

We have a distinguished colleague from Illinois, who may know
about the chicago problem. bngressmfin Springer is here, our clis-
tinguished minority leader on the committee, find he mccy have some
questions.

Mr. SPRHSGER,Just one or two, Mr. (llairman.
Doctor, were you an part of the .43L4 structure at the time we

{passed the heart, stro e, cancer bill’?
Dr. CANNON. If “structure” is an all-inclusive term, I certainly wm.

13ut I was not one of the spokesmen at that time. I am aware of the
statements that were made.

Mr. SPRINGER.~}Tell, never will I accept the testimony of anyone who
comes before this committee as an expert on ct program until I am
more that-csatisfied.

The gentleman from Floricla and I kept this thing within what we
thought were reasonable boundaries at that time. It came ovel: here
from the Senate with one and a half clays of hearing at $970 mdlionj

$
nhnost a billion dollars to’ start a rogram, and I have never seen such
an array linecl u for that bill, an I almost swallowed it, until I went

f’home and thoug It about it. Then I just began to make some investiga.
tions to find out what should be done.

And despiti all the mean thi@s that mere said about the clistin-
guishecl gentleman from Florida, and me, too,during that t.im~ that
we were k~l}ing that bill from coming to the floor, we tlnally ot it out

7~t $220 milhon. We didn’t let it out until they agreed in the ot ler body
that.they would pass our bill.

If my figures are correct, -weare almost at the end of 3 years, ccnd out
of what they called a piddly little $320 million, they have been able to
spencl $85#00,000 to date.

I am coming back to this for one reason only, aIIclthat is thmt_$OUfire
nom asking for $65 million for the fiscal year 1!?69, and nothing h~s
been said, I take it, 3fr. Chairman, with reference to any possible re-
maining 2 years..

IIr. ROOERS. lt has been saicl, and they are submitting the figyres.
Jlr. SPRIXfiER. I am gla.cl to see that.
I come back again to my col]ecigue in saying that. at ths time YOU

were speaking on this before, your people doubted thnt @ Progrnnl
could be undertaken. They went on and pointed out why, Ill terms of
pemonnel available and so on.

I am glad that w-hat you saicl ancl wl~cttI said and Mr. Rogers said,
and a few others on tlus comqittee, has come true. OIdy it h!s come
eren more true than we anticipated. This is about the only time w-e
hcIm o~”erevz]uated a program.

This WM a program that’I supported energetically, once I thought
it was within some reasonable lneans. But, I merely point this out, that
I ant extremely skeptical of anyone who comes before us with figures
unless they can be justified.

This WM, nl~y I s~y, whnt I considered to be the best testimony in the
country. But you ought to go back find see that testimony, from Dr.
De13akey’on clown. It was presented before this committee, to jllstify
a proagfim for a billion dollars, which turned out. 3 yefl~ l:~ter to ~l~~c
spent $85 nlillion.
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I just w-ark to put that on the record, because I think it ought to be
brought out here that what we

f
et in the way of landslide testimony

here KSa selling job and snow jo claiming that something cm be done
immediately.

Mr. SKUBITZ. I@. Chairman, -will my colleague yield?
hlr. SPRINGER. Yes.
Mr. SKUBITZ. Ifras $320 million authorized and $320 million appro-

priated !
Mr. SPRINGER. Fift -nine and 200.

zMr. SKUBITZ. But ow much money was appropriated?
hll. SPRINGER. $85,200,000.
hlr. SKUBITZ. That is all they spent, How could they spend any

more if more wasn’t authorized?
lMr. SPRINGER. The fact is they didn’t spend all that was appro-

priated. They appropriated more than $85 million,
Thank you, Mr. Chairman.
Nfr. ROGERS. Thank OU.

1I do think it might e brought out at this point that I would com-
mencl the administration of the program in the fact that they
hwven’t just gone out and spent money. So I think this is rather com-
mendable, that they have held up some 8 million on last year because
they felt they were not at a stage to spend it.

So this is commendable, and I would want to put that on the record,
too, that we don’t -want them, just because we may authorize something
on it, may be appropriated, that expect them to go out and spend it
unless they are at that point where it could be done effectively.

So I think whether we reach goals that v-e may have set is not neces-
sarily the determination on the spending of the money. We want to
make sure that it is appropriately spent a:ld even though the goals
ma lmve been set above that.

{ o I think the administration of it has not been in error in thnt
re ard.

% r. RUFIE.May I comment. on that?
I think we would support this fact. We have been reassured and

encouraged by the way this program has been administered. I think
in clefense of the program, one thing can be said, that in the early
stag=, yerY careful attention has been given to the planning and the
preparation for the operational stage of the program. This has been
one of the things which has kept the expenditures down at the present
time.

But as the program gets moving into the operational phases, I think
it is reasonable to expect that the costs ~ould increase greatly.

We feel that the program has been adnmmtered very well, and with
restraint and good judgment,

Mr. ROGERS.Thank you.
Mr. SKUBITZ. That brings me .bsck to the question. I raised a. few

moments ago, the necessity of limltmg these authorizations and having
the agencies come back and present their case and prove their point.

If vie authorize for 3 years, they don’t.haye to’ come back. From that
moment on thev go before the APrwoprlatlons Committe~

Mr. ROGERS.Th~s is right. --
Dr. RUHE. There is one prciblem

standpoint of the region which is
in that, if I may. ‘That is, from the
attempting to recruit, personnel, if
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them is any question whether the program is going to be continued
for the indefinite fuh.m+ it would be ext~emely difficult to get good
people to change their careers and come mto this program.

Mr. SKUBITZ.Doctor, you sound like a Government bureaucrat. We
hem the same stdement time and again we must have a 3- or 4- ear

6program, or we can’t get the people. But for some reason, the ov-
ernment has no trouble hiring people.

Mr. ROOERS.It may be the dootor is looking at. what happened to
the Co! ress on only a. 2-year contract, and he is disappointed.

Y[Laug lter.J
Mr. HARRISON.I would like to comment on Mr. Skubitz’ question,

The association would generally support, if it was the committw’s
good judgment, an authorization for a single year which wou Id re-
quire the program people to come back and ive the committw nn

fopportunely to examine the program again. I that was your j uclge-
mentt and we would support that movement.

.Mr. SKUmrz. You had better stay with the clmirman. I am the
low man on the totem pole.

[Laughter.]
Mr. ROOERS.As a matter of fact, Mr. Skubitz, you might be intere-

sted to know that we did a special study on HEW and recommended
yearly authorizations.

Mr. SIIUBITZ.I am glad to hwi that.
Mr. ROOERS.We haven’t bwn aible to move it in committee et.

/’Thank you very much. Your testimony has ‘been most help u].
Dr. Cu.nwm. Thank you, Mr. Chairman.
Mr. ROOERS.our next witness is Dr. William Likoff, immediwte past

presiclent., American College of Cardiology, from ~thesda, Md
We are very pleassd to hare you with US,Dr. Likofl.

STATEMEN!L’OF WILLIAM LIKOI.W M.D., IMMEDIATE PAST PRESI-
DENT, AMERICAN COLLEGE OF CARDIOLOGY; ACCOMPANIED BY
WILIJAM D. NELLIGAN, EXECUTIVE DIRECTOR

Dr. LIKOFFI.I am plwsed to introduce William h’elli=nn, executive
direetor of the college.

I appreciate the privilege of appearing before this committee to
present the views of the American College of Cardiology regarding
bill H.R.. 15758.

The goals and philosophy of Public Law 89-239, the progress
recorded by the regional medical pro ram during its short life and the

5future promises embodied in this en eavor are Pertinent to your cur-
rent considerations and? therefore, prompt this testimony.

Medical science in th]s country is favored by superb talen!, conl-
Petence, and abundant resources. This committee, holvel’e~, M par-
ticularly aware that the distribution of these assets, specdically in
terms of patient care, is shamefully uneven. The basic goal of Public
Law 89-239, the authority for the regional medical program, is to
bridge thw unequal gap between science and service and to provide an
efficient health care system which will assure the transmission of the
best in s~ientific knowledge to all people of this country suffering from
heart cbse:ase, cancw, and stroke, or struggling to avoid these
catastrophes.
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Tlie concept regulating t]le regional nleclic:ll program is ren~ark-
ab]y simple and in the best tradition of this country’s genius for effec-
tive action. It holds that modern medical ad-rances can be rnacle
available to all people when needs are identified at a regional level
by indiviclua]s involved in regional affairs mnd when available re-
sources and manpower are properly exploited through cooperative
arrangements linking discovery with learning and application.

Critical analysis of the activities of the regional medical program
ancovers an UnLHLUdrecord of accomplishment. ton-ard that oal over

fa relatively short periocl of time. Federal funds have stimu ated the
planning for a health care system in approxinmtely 50 regions encom-
passing about 90 percent of this country’s population. Operational
programs hal-e been activated in 11 additional regions.

Solicitations for plannin
f

and operational grants for areas not yet
involved are being constant y prepared and reviewed. The speecl with
which Public Law 89–239 has exercised its impact and the wide area
of its maturing influence is most impressive thnost denying the
complexities of establishing a new administering organization nnd
stafi within the Public Health Service and the clitliculties in assembling
for planning ancl action representatives of cliverse scientific and con-
sumer groups in a ~yriacl of local communities.

The first ~1~-namlcen~lgements with the problems of organization,
defining reglona] needs in health care ancl interrelating local resources

ffor their correction hz~-e revealecl a number of specific acts. Those who
hare worked in the fielcl cleveloping a progrwn for a specific region,
a]most without exception sense that institutions and men representing
mecliealj parameclical, ancl consumer interests welcome the challen~e

Yand opportunity to serve. The,y are applying themselves unstinting y
to the search for sound administrative structures and for effective
voluntary cooperative arrangements which will assure the succes$
of the program. They share a positire view about the likelihood of
obliterating the void now separating the conversion of knowledge to

. service. They zppreeiate local neecls and they are creative in their plans
to meet them. From early experience it filso appears that the funilin,q
provisions of the act me acleqnate and that the Public Health Service 1s
awarding these funcls jucliciousl~ ancl in keeping with the needs ancl
sophistication of the applications from the petitioning regions.

However, and in contrast to some of the statements made to this
point, the community is extremely sensitive to the limitations imposecl
by the fact that the program has not been established on a continuing
b~sis. The pfiraclox of contesting with long-term needs and long-range
objectives under the umbrella of n short-term act is uncomprehensible.
It ‘impairs the harnessing of manpower; it constricts programs to the
immediate; cledication is climinishecl; promise is aborted; potential
threatened. In a frank acknowledgement of clear fact, Pubhc Law 89–
239 has evoked the type of robust response thnt deserves the assurance
of continuing support. ancl inclusion of logical areas of involvement not
heretofore embraced. At least a portion of these.are recognized in H.Il.
15758. Certainly the provisions to involve areas outside of the 50 States
is consistent. with our traditional obligations; those improving im])le-
mentaticm through interregional cooperative, those seeking involve-
ment. C)f Fecleral hospita]s ancl prOVidillg fOr Construction fUnCk are
necessary loglsticfll]y find f~~nctimmlly.
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The American College of Cardiology e~lthusiastically endorses the
objectives and philosophy of the regional medical program because
they embrace an unchallenged need and seek to use forces which require
only release and coordination. We support the planning find opera-
t ion of every regional progrmn where we possess manpow-er and
resources.

The college is certain the program will elevate the health of the
Nation. It leads for a favorable action on bill H.R. 15758. This amend-

!ment to t e Public Health Service Act extends and expands the
medical regional pro~~am to a new and amplified potential and hope-
fully to the status of the most distinguished medical program con-
ceived in our time.

I am grateful for the opportunity of expressing these views.
Mr. R.00ER6. Thank you very much, Doctor. We appreciate your

testimony.
Did your associate have any statement ?
Mr. ~ELLIGAN. No, sir.
Mr. RQGERS.Doctor Carter.
hfr. CARTER. No questions.
Mr. ROGERS.Mr. Skubitz !
Mr. SKKJRITZ.I’-TOquestions.
Mr. ROOERS.I might say that the committee, in adopting a 3-year

program ralher than a 5- or 10-year program, feels thatthis M one wny
for this committee to carry out its responsibilities to the Congress nnd
the American people, because otherwise we hare no review of the
program,

Dr. LIKOW. I understand that philosophy, Mr. CVlairman, but I do
wish to tell the committee, and particularly Mr. Skubitz, that we in
the field have found it difficult to construct long-range, l;ital orga-
nizational programs and planniq~ in view of the uncertainty from
time to time of tile funding r~ulred to support these ventures.

Something we plan for a decade ahead cannot be accomplished on
2-year appropriations. How you get Government workers under these
conditions, I don’t know. We are having difficulty.

Mr. IWERS. I am sure it would be desirable to set programs for as
much time as we wanted with as much money M was wanted, but we
lmve to equate the economy of the Nation. But this is the committee’s
function, and that is what we will do.

We are grateful for your testimony. in support of this legislation.
It will be helpful to us in onr consideration.

Our next witness is Dr. Clark Millikan, of the Mayo Clinic, who will
appear and give test imony for the .4merican Hen rt Associ ation, Inc.

Dr. Millikan, we i-medelighted to hmre you here. w]d will be pleflsed
to have your test irnony.

If you would hke to put your statement in the record and just sum
up for us, it would be acceptable, or if you prefer, read it.

STATEMENT OF DR. CLARK MILLIKAN, CHAIRMAN, COUNCIL ON
CEREBROVASCULAR DISEASE, AMERICAN HEART ASSOCIATION

Dr. MILLIKAN. Mr. Rogers and members of the subcommittee, it is
not only an honor, but a responsibility, to take p~rt in the construc-
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tion of the continuing legislation. I would prefer, actually, to just make—
some comments.

Mr. Rooms. That will be done. Without objection, Dr. ~lillikan’s
statement will be placed as part of the record following his remarks.

Dr. MILLIKAX. I rtmresent the ~merican Heart i-kmciation, being
chairman of the assoc;ctticm’s council on cerebrorwcular disease.

This program has turned out to be a unique opportunity< and a
practical, recognizable entity for cooperative and collaborative ~r-
range.ments, not only Ibetween the umrersity centers and pract lcmg
physicians but, between government and nongovernrnent age,nc.iesand
personnel.

The Heart Association, for instance, has taken an extraordinarily
active part all over the h~ation, not. only at the level of regional aclvi-
sory committws but in smaller community affairs. Ikst week there
was a meeting in AnewYork at which over 400 volunteers were present,
ancl one of the firm decisions arrived at a.t that meeting was to en-
courage further the participation of Heart Associzt ion personnel,
which can bring a great cleal to the implementation ancl the purposes
of the past bill M]clthe new bill.

Tliis exemp] ifies the lcincl of feeling ancl tl~e loyalty, for instanw,
that is being generotecl by the ve~ wise provisions of this act, cmd
we heartily endorse the continuahon of these basic. principles, in-
ducting the bilsiness of originating ideas at the local level zncl having
aclminlstmtion remain tit the 1ocal level.

Commenting about the matter of the finances, $65 million is a sug-
gestion for fiscal 1969, ancl as is brought out, there is t.o be some
holclover.

You are aware that tihere are now ac.tually nbout 11 operation~l pro-
grams, ~i,d within the next few months there will be a total of 30 to
35 operational progfarns. It is extraordinarily important to conskler
that we are thinking in terms of a graph of continuity here. .Ancl as
this program develops effectively, gaining momen~urnj It is manckt ory
that we not put a fence in front of it at any point m time with the
at.tenclantloss, in possible inst arms, of personnel.

j This whole progmm relatw to people, whether at the administrn-

1
tive end or the pm.cticing physician end, or at the patient end. And if
we do something which cuts back the momentum m the year 1968 to
1969, we haye lost more than 1 year of progress, and so I would
emphasize the need for the continuity of fiscal support for this m-hole

1,

business.
h“ow, on the matter of construction money, that has come up in

reference to the new bill.
It would seem highly important tihat there be authorization for this.

As Dr. De13akey mentioned tmd Dr. Farber added, there are areas
of activity for which new construction funcls will undoubtedly be

I necessm-y at the level of 2, 3, or 4 yems from now, which shoulcl be
evaluated a.t that point in time. It does not need to be done now in
terms of assigning an amount of money. But it should be looked at
precisely later on.

But the cardiac intensive care unit, or a stroke unit, or n matrix
I which requires space-that is not the issue at the moment. But for

adequate planning in the future there should be the authorization
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for the otential of including new construction somewhere in the
?course o time.

Now, a comment in the area of stroke, because this is the area of my
particular interest.

The American Heart Association has been much interested in stroke
and has formed a council on cerebrovascular disease and has been
active in promoting teaching and spreading the word in communities.

I believe that RMP offers us an opportunity to produce a greater
matrix where we are really going to do something about stroke.

You are aware of the need for treatment in terms of acute facilities
for rehabilitation, reentry of the atient into the community, but we

$are now beginning to accumulate ata which, if we can et the infor-
5mation to the population and to the ~hysicimls, will signi cant]y ~ffect

stroke prevention. And this is the kmd of thing that RMP is clesigned
to do, among other things.

One of the most interesting items that is coming on the agendl now
is the word “hypertensio~,” or high blood pressure, and we now have
definite e idemiological evidence through programs which have been
Supporte f and originated by you people that hypertension is m im-
portant in stroke as it is in heart disease, certain cate ories of heart

tdisease in particular, and that via the detection an treatment of
hypertension, we may cut significant.Iy down on the incidence of stroke.

The Heart Association is designing programs to interrelate to RMP
and provide screening and detection mechanisms to find these people.
Some 20 percent of hypertensive are not even detected at this point
in time.

In relationship to the very important subject of hypertension, the
regional medical programs offer an excellent matrix for the evaluation
of antihypertensive drugs. As programs for screening, detection~ and
diagnosis of high blood pressure are constructed, funds should be nvail-
able for evaluation and comparative trials of drug agents; inc.ludin

7drugs already known and those which will come out of developments
laboratories.

These are simply summaries of some of the comments that are in the
formal record. I don’t want to belabor these issues, but to me, ~re are
dealing with the national resource, the health of our people, and we
couldn’t be discussin a more important subject.

$I congratulate an commend you on all of the things that you have
done, and in this particular frame of reference your wisdom m guiding
RIIP has been unique.

(Dr. Millikan’s prepared statement follows:)

STATEMENTOF DR. CLARK MILLIKAN, CHAIRMAX, COU~-CILON CEREBROJ’ASCt”LAR
DISEASE, AMEEICAN HEABT ASSOCIATION

I am Dr. Clark I[illikan, Chairman of the American Heart Association’s C’oun-
cil on CerebroTascular Disease. Representing tbe Association 1 welcome the op-
portunity of testifying in support of H.R. 15758, the five-year extension of the
Regional .Medical Program (P. L. 89-239). As one of the organizations instru-
mental in promoting the original Regional Medical Program in 1985, we are
pleased with the significant contribution it has made to the application of new
medical knowledge to the diagnosis and treatment of! heart disease and stroke.
We are particularly pleased that the Regional Medical Program has provided,
as intended, an effective vehicle for governmental and non-governmental c+
operation in combatting the three diseases taking the greatest toll of life in
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American society. Maximum responsibility has been on local leadership and
regional cooperative arrangements.

Heart Associations across the country have been active on almost all Regional
Ad-risory Committees planning programs, gathering data on health rnanljower
requirements ancl analyzing available health facilities and services. JVe expeCt
continued participation during the five years of’ the proposed renewal as the em-
phasis of the program shifts from the planning to the operational phase.

Last week in New York City 430 American Heart Association volunteers and
sfa ff from across the nation planned ways in which we can improve our pro-
gram. one entire discussion group was devoted to the interrelationship of the
Regional Medical Program and the American Heart Association. We discussed
the ways in which the relationships between Heart Associations in the various
states and the govermnental agencies in their areas could be reinforced. It was
decided at this national meeting that part of our future program would be to
encourage our membership to take every available advantage of Regional Medical
Programs, so that Heart Associations would be playing their maximum role to
the maximum benefit of their communities.

The originnl law provided over a three-year period increasing grants of from
$30,000,000 to .$200,000,000 for the fiscal year ending June, 196S. We note that
H. R. 1575S specifies $65,000,000 for fiscal 1969 and “such sums as may be neces-
sary for the next four fiscal years. ” We are aware that nearly $35,000,000 of
unobligated funds are available in addition to the $65,000,000 provided in this
bill for the next fiscal year. However, we would prefer that specific funding for
fiscal years 1970 through 1973 had been included in this bill to assure the maxi-
mum growth of this successful program.

If the $65,000,000 for fiscal 1969 is appropriated and authorized, we under-
stand 30 of the 54 Regional Medical Programs will be receiving their initial
operational grants ancl 14 wilI be in their seconcl or third year of operational
grant actirity. It is to be expected that in the following four years operational
requirements will increase; yet the legislation under consideration here today
leaves the program to the unknown quantity of annual Congressional appropria-
tions after fiscal 1969. We have some reservations as to the wisdom of this ap-
proach since long-range planning is essential to the success of this program. One
final word as to funds, we stress the minimal necessity of the full $65,000,000
requested in H. R. 1575S for 1969.

Among the promising developments in the Regional Medieal Program of par-
ticular interest to us has been the rec!!nt emphasis on extending ‘the development
of coronary care units and the necessary trained personnel to hospitals not now
having these life-saving facilities. It is our understanding that the Regional Mecli -
cal Program has many applications for funds for this PUrpose. We thoroughly
appIaud the establishment of these lifesaving facilities in every hospital earing
for coronary artery problems and hope that in the future even more funds will be
available for coronary care units.

.4s the Chairman of the American Heart Association’s Council cm Cerebro-
vttscuhir Disease, I can speak with particular knowledge of the constructive pur-
poses the Regional Medical Program has and will continue to serve in mobilizing
professional attention and funds for community-wide stroke detection programs
and treatment. Teaching units in many medical schools have shied away from
involvement with the stroke patient. As part of the planning and operational
grants of the Regional Medical Program, new interest in this problem has been
stimulated in a constructive way. This promising development mnst be en-
couraged in the next five years of the Regional Medical Program and adeqnate
funds supplied for this purpose.

,SPction 103 of the bill extends the Regional Medical Program to areas outside
the United States which should be the beneficiary of this program. We endorse
the inclusion of Puerto Rico, the Virgin Islands, Guam, American Samoa ancl the
Trust Territories of the Pacific Islands. Value to citim?ns of the states within
the United States should not be hoarded but. shared with areas not part of, but
historically connected to the United States.

Additionally, the American Heart Association endorses the use of grants for ‘two
or more Regional Medical Programs, as proposed in S@ion 910. This provision
will permit the economical development of teaching films, videotapes and other
erlncational materials for use by several regions on a nationnl basis. This pro-
\-ision also permits the kind of flexibility the American Heart .4ssociation has
always envisioned for this program.
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The inclusion of refei’als to Regional Medical Program facilities by pract ic-
ing dentists proposed in Section 107 is of particular importance. Dentists mu
play an important role in preheating the recurrence of rheumatic fever and
bacterial endocarditis if aware of this opportunity. Their inclusion along with
physicians in this program is therefore of significance to the alleviation of some
forms of cardiovascular disease.

In relationship to the very important subject of hypertension, the Regional
Medical Programs offer an excellent matrix for the evaluation of anti-hyperten-
sive drugs. As programs for screening, detection and cliagnosis of high blood
pressure are constructed, funds should be available for evaluation and com-
parative trials of drug agents; including drugs already known and those ~vhich
will come out of developmental laboratories.

Finally, the American Heart Association endorses the incIusiou of federal
hospitals (Section 107) in the total operation of the Regional Medical Program.
The broadest possible range of community medical facilities enlarges the scope
of health services to the public COnteUlplated in the original purpose of the
program.

Despite one reservation expressed at the beginning of this testimony, the Ameri-
can Heart Asscwiation strongly recommends the enactment of H.R. 1575S

Klr. ROOERS. Thank you very much, Dr. ~~illikrtn. llre appreciate
your testimony, and I would agree with you that stroke is an are~
-wherewe need to do great work, and much needs to be done. to improve
the health of the people in t.hls area. I think it has been overlooked
a g-mat deal from the testimony I hzve heard.

Dr. Carter ?
Mr. CARmn, No uestions.

%Mr. ROOERS.Mr. kubitz ?
Mr. SKKJBITZ.Doctor, the point I am trying to get across is, I have

no objection to a continuing program. But I want the a.geney to come
forth each year, justify w~at they have clone and prove 11OWn~~lch
additional money is needed.

Maybe $65 m{llion is sufficient for 1969, but who is to say how much
we need in 1970 or 1971 without the Department coming before us
and reviewing the program. Ma be we need $200 million next yem,

Tin 1970. And maybe the year fol owing we may need $300 milllon in-
stead of $100 million.

I don’t know. What I want is for the Department to come in rind
justify its request from year to year. If it can’t justify them, then I
see no need of car ing the program forward.

7Dr. MXLLIKAN. i fay I ask z question ? Are you addrwsing yourself
to just filing the authorizations, or the amount Y

Mr. SKumm. The amount.
Dr. MILLIKAN. I believe these are different things, in essence. It

seems to me that the record is now being written on the justification
of this program, and that we are seeing significant changes in the
interrelationships between the laboratory and teachers, on one hand,
and the practicing physician community, on the other hand> which
are going to accrue to the benefit of patients all over the Nation.

Mr. SKUBITZ. I don’t think there is much doubt about that. I am
sold on the program.

Dr. MILLIKAN. It seems tome that if the question is how much money
is to be albea.ted per year, that is reall in the province of the com-

i!mittee, as you deliberate how you esta lish mechanisms to find out
about this.

lfr. SEUBITZ. 31Y point is, though, that if we authorize $200 million
for 1970 and $300 million for 1971, the Department does not have to
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cmue before this committee anymore. It ~OeS to the Appropriations
Committee.

~~r. ROGERS,31r. Kyros?
~~r. I~mos. Dr. Xlillikan, I found y~urtestimony most intending,

not only in SUpport of the program, but particularly }Vhat you sxy
about money. And, figain, as a man who has j~~stcome to Conwess m
the last yeau or so, it surprises me to see cloctors come before this com-
mittee ancl ask for this money ancl for the continuation of programs.

I used to think that doctors in the American .Wedical Association
took a clifferent view.

I am in full agreement with your position as it is expressed here.
Dr. MILLIIMX. Thank yoL~.
Mr. Ro~ERs. Thank you very much.
It is my understanchn~ that one of our witnesses hzs a 3 o’clock

plane to catch back to (%lifornia, and if the committee vvoukl bear
with us, if we could hear his testimony now, it would be helpful.

Dr. Lester Breslow, professor of health administration and chief
of the divisipn of health services, School of Public Health, University
of Californm, Los Angeles.

Dr. Breslolr, we appreciate yo}w helping the committee, and we
will be plea.wcl to recwve your testmmny. If you would like tn file your
statement for the record and make appropriate comments, we would
be pleased to follow that procedure.

STATEMENT OF DR. LESTER BRESLOW, PRESIDENT-ELECT,
AMERICAN I’UBLIC HEALTH ASSOCIATION

Dr. 33RESLOW.Thank you. I am appearing before you as ;,i’esident-
elect of the American Public Health Association. I would Iik: ;.,1make
some remarks based on the written statement which has been s:.’ ::] itted
for the record.

Mr. ROGERS.Your statement w-ill be macle a part of the record fo!
lowing your remarks.

Dr. BRESLOW. The effective organization ancl utilization of the L. -
sources that we now have, and the umque contribution of the orj[:’ :’;
cooperative arrang~mel?ts, are made possible by this program.

The unique cent.rlbutlons zre to extend the excellen~ of the medic:. !
centers out. into the communities, and to accelerate the progress tlm t
is being made.

I th]nk it is unfortunate that the American people still C1Onot
rezlize the admtnces that are being macle against heart disease, cancer:

!3
ancl stroke, and the oint of tehisprogram iq to accelerate progress.

lVhen we speak a out regional cooperative arrangements, it is im-
portant to note that these are developing as a two-way street. The
extension of expertise is not only from the medical centers out into the
community but also from *the point of view of the practicing doctor,
from the community hospitals, back to the medical centers. They then
begin to appre.eiap the real problems physicians are up against in the
day-to-day handhng of medmal problems.

This is a truly cooperative arrangement and a two-way street, with
motion in both directions.

I would like to say a few words shout the progress that is being
made in Cahfornia. From the outset, the California program has
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sought, to effect cooperation between the hospital associations, the
medical associations, the medical schools, and the State healtih depart-
ment, Cancer Society, and Heart Association. There has been estab-
lished a network of good communications, now, through area commit-
tees around every medical school and extending into every area of the
State. Consequently, effective working bodies around many of the
community hospitals and practically in all of the counties in the State
are tiecl in with medical centers,

A co~~yle of advances a,re being macle. We are going to submit, on
April 1 and 2, for consideration by our nztional site review, 14 pro-
posals for operating grants in California. Among these will be a
proposal to establish coronm-y care unit service in the coastal areas
of ~alifornia, 8 stretch of several hundred mi]es of small communities.
If this program is approved these units will work w~th the university
meclicd center in San Francisco, in order to extend this whole program
out to the periphery of the Stnte.

In the southerm part of the State there is a proposal that would
bring together the medical fnculties of two of our universities there.
This proposed program also would bring the medical faculties of these
schoo]s in contact with the practicing physicians in the Watts-Willow-
lmook arw, in the center of Los Angeles-a scene of past violence and
~eriolls problems. The medical faculties of these ~llools Wou!d work
along wlt.h the county and hospit xl administ rators of the region who
would then clevelop a. postgraduate e medical education program with
concentration on heart disease, cancer, and stroke.

I mention these two projects merely to emphasize to the committee
that. this program is going to bring better care to persons not only in
the medical centers but ako into those pints of the State which ilave
been relatively neglected in the past, such as the ghetto arens in the
cities nnd the rural arem over the great stretches like in Californifi.

Thank you, Mr. Chairmmn.
(Dr. 13reslow’s prepared stxtement follows:)

STATEMEXTOF DR. LESTER BRESLOW,PROFESSOROF HEALTH SSRVICESA.~MIXIS-
TEATION,SOHOOLOF PUBLIC HEALTH, USIYERSITYOF CALLFO-?XLiAT Los ASGELES

Mr. Chairman and men~hers of the Con)mittee, I am Lewer Breslmv, Professor
of Health Servica Administration in the School of Fublic Health at T.’CL.\.
I have previously been the State Health Officer for the .Smte of California. I
hilve COIIIe today to sp@ak in support of H.R. 1575S and pi~rtieularly th~t sect~on
of the bill which would extend the authority for the Regiomal Medical Programs.

In my professional career I ha~-e long been concerned n_ith the need for a
mrore eff~ti~-e organization of our vast health endea~-or, and I view the Regional
Medienl Programs as having great potential for making a ~ery important con-
tribution to this objective. In recent years this Committee hm heard a great. deal
of discussion about the current diffieulties of our he~lth-c-are system. For this
Nation, these problems are not always the lack of health resources but rather
the effective organization and utilization of the mans resources with which we
are ‘blessecl, including our resources of talent and knowledge as we]] as capita 1,
equipment, and personnel.

In passing this legislation three years ago, the Congret% expressed a public feel-
ing that the benefits of medical science were not being appli~t uniformly enough
to all segments of our population. This expression was IMrt of a growing recogni-
tion within the health field that the present complexity aml $pecia.liza tion of
health care requires expiration of improved patterns of owanization. The legi8-
lntion carri~I through with this concern by placing ‘eml,hasis on the development
throng% the Regional Medical Programs of “regioml cooperiltivearrangements”

309-6530-6S—9
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among the health personnel ancl institutions orJ a regional basis as a nece,?.sary
prerequisite to accomplish the objec+ire.s of reducing the unnecesalry toll f~onl
these diseases.

‘lhe Regional Medical Programs become then an exciting new venture in the
del-elol>rnent of an inll}roved health syst era-creating new relationships and C’a-
pabilities while preferring and building upon the great srrergths of our existing
institutions, agencies. and personnel.

The history of ~lst efforts at creating a regionalized ap:,roach to health serr-
ices provides ample evidence that the task set for the Re@mal Medical Progmms
will be difficult and progress at time: will SC+*Mslow. There h~ve been previous
beginning efforts at regionalized health activities i~ variom parts of the country.
some of which were described by this Committee in the report on the original
legislation three 7earsago. Now thepre.ssuresof allincre:isiagly mr~~plexhealtll
enterprise an(i the rapid advances of medical science and rkchnology ha~e added
a considerable urgency to the neecl for region alization in the health fielcl if our
people are to benefit fully from these advances. The prmsom?s generated by the
rapid rise of health-care costs and the increasing nrbacization of our society
add to this urgency.

The Regional Medical Programs are beginning to show some effectiveness in
providing part of the answer to these problems. The activities of the Regional
Medical Programs are helping to define the opportunities for improring the
excellence of the health services within each region and rbe contributions that
each element of the region’s health resources can make to that excellence. The
programs are establishing a permanent framework within the regions that be-
comes a tw~way street whereby the expertise in the .-at medical centers
becomes more readily available to the practitioner and kstitution at the com-
munity level, while at the same time the definition of community health n~ls
and the involvement of community rewuwes is made more relevantto the Spe-
cializedCapabilitiesof the large centers.

Ihaveseen this proc&=satwork in~alifomia where we face a more complex
task than most of the regions because of the great size of the region. This is
the largest re@on with about 20 million people, and tbe ~evelopmentof the
ltegional LledicalProgramis following a somewhatdifferentpatternthan other
regions, reflecting the commemlfible flexibility of the legislation in allowing
each regional program to develop according to the particular pattern most
suitable for that region. The amount of cooperation invol~ing all of the medical
schools, the medical profession, the hospitals, the public health agencies, and
interested public in California has already made an invaluable contribuflon to
the development of tbe essential basis for cooperative acticm. Even before the
Califorina Regional Medical Program has received any operational funds, the
progress of the program during this planning phase and the establishment of
much improved lines of communication among the ma DF elements involved
constitute substantial progress. In the interest of time, I would like to submit to
the C.@nmittee a fuller statement of the accomplishments to date under the
California Regional Medical Program. (See attachment A.) I think there is still
a long way to go in developing the program in California when the progress is
measured against the magnitude of the task. By that same measure, ‘however, we
in California are very pleased that the necesdary initial steps in the development
of the program are now well underway.

I believe that the Regional Medical Programs for heart disease, cancer, and
sstroke are a very im~rtant component of the development of health care on a
regional basis in this country. With their emphasis on medical excellence, the
involvement of medical centers, the practicing ‘physicians, and tbe hospitals, the
programs are a necessary part of the effort to bring the best in health care to the
American people. Regional Medical Programs, how-ever, can only make. their full
contribution in concert with the many other activities devoted to that goal. The
scope of the challenge is too broad to be totally accomplished by any one program,
The development of effective interrelationships among the Regional Medical
Programs, Comprehensive Health Planning, and the wide variety of other health
programs-Federal, State, and local—will be essential. I believe that the
development of cooperative relationships among many diverse interests already
underway through the Regional Medical Programs is a basis for hope that this
cooperation can be extended to a broader level and that the effective inter-
relationships will be developed in ways appropriate to seine tbe diversities of
fie vanious areas of the country.
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As an essential component of this broad effort, the authority for the Regional
Medical Programs should be extended and support should be provided for their
continued de~elopment.

Thank you very much for this opportunity to appear before you today.

[.*2-TAcH3fEYf A]

STATE~ESTOFLESTERBRESLOW,MD., ox THE CALIFORNIACOM}lITTEEox
REG1ONALfi~EDrCALPROGRAM6,IIARCH 27, 1968

The California Regional l~edieal Program has been funded for only 15months b

and although it would be premature to claim that lives had been sawxl, never-
t~eless, it em be saici with confklence that the stage has been set for the pro-
~ision of greatly improved health care services for heart disease, cancer, stwiie,
an(lthedisorders related to them.

Just this week a study was launched by the California Health Data Corpora- 1
tion to gather information on the origin of erery patient admitted during the
entire week to every hospital in California. The study, never before undertaken
on so large a scale, will show where each patient came from, what his diagnosis
mm when he was discharged from the hospital, and other information. \l’bile
these may seem little more than a set of dry statistics, the results should rew]l

with great accuracy the kinds of medical services needed for Cnlifo!miaus aml
others cared for in the State. Other data gathering studies, which nre expected
to leati very shortly to operational programs, will be described later. I

From the very beginning, planning for the California Regional Medical I’ro-
gram embraced all the major medical and health interests in the State. The Cali-
fornia Medical Association, spokesman for the State’s 23,000 practicing physi-
cians; the California Hospital Association, representing virtufiily nli of tile 60U
short-term acute general hospitals in the region ; the California State Depart-
ment of Public Health ; the California Heart Associations; the California Di-
vision of the American Cancer Society; the deans of all of the eight medicnl
schools in California, and the deans of the two major schools of public health
were joined by eight public representatives of the consumer. Together they con-
stitute the legal advisory comnsitte for the region and are known formally as
the California Committee on Regional Medical Programs. The Committee b as
met many times, has gained strength, grown gratifyingly more confident of it-
self as an entity and has increasingly been able to resolve differences amicably.

As for operational programs, we are looking forward to a two-day site visit
in California on April 1 and 2 by a re~iew committee of the National Advisory
Council for Regional Medical Programs. They will examine the merits of 14
operational proposals generated by local community iuterest in five of the State’s
eight planning areas, and by the California Heart Association. These first op-
erational proposals are heavily weighted toward continuing education, and in-
clude some promising innovative experiments.

The greatest single topic of interest among these early operational proposais
concerns coronary care units, reflecting a growing consensus throughout the Xi~-
tion that such units, properly equippi?d and with highly-skilled doctors and nurses
to run them, can bring about a dramatic reduction in deaths due to myocarciial
infractions and other cardiac emergencies. Four of the 14 proposals deal with the
training of physicians and nurses and the equipping of coronary care units. One
propo.wl would offer nurse training in several communities throughout North-
western California, stretching from the Bay Area to the Oregon border along the
P~cific Coast, and would include intensive training for physicians at the San
Francisco General Hospital, under the tutelage of University of California cardi-
ologists. Similar proposals would be offered through se~eral hospitals in the
highly concentrated Los Angeles basin and include the beefing up of the intensive
coronary care nnit at the Los Angeles County General Hospital.

A joint proposal by the University of Southern California and the Cniversit? of
California at Los AngeIes would join with the Charles R. Drew Medical Society
and others to establish a postgraduate medical school in the Watts-Willowbrook
ghetto area of Los Angeles. Internship and residency programs wouid be generated
along with inserrice and postgraduate training for doctors, nurses and ailied
health professionals, close relationships with the faculties at USC and UCLA
and detaiIed planning to meet heart di.wase, cancer and stroke needs in the area.
AtRoseville, a community of 20,000 citizens 18 miles northeast of Sacramento,

the university of California Davis Medical School has encouraged local physi-
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Cians to establish a “living laboratory” involving the .jvhole community. COlltin-
Uing educution, training for licensed Vocational nllr,sp~ and other paramedical
personnel, stroke treatment, hnndling of ~entr~l ~jer~ous system malignancies,

establishment of a tumor board, selected multiphasic screening and co~UIU1litJ’
education programs are involved.

The C’aIifornia Heart Association proposes a substantial explnsion of its s~lc-
eessful student research projects, bri~lging highly qualified science students into
cardiovta.wnlar research laboratories.

In I.os An.geIes, special training in angiography—the visualization of the blood
~es.~el system with the aid of radioactive dyes—would be presented for practicing
and qualitied radiologists.

Two proposals-—one for the Sacramento Valley, the other for the lower San
Joafiuin-would nmke use of videotape recording units which would be moved
from one hospital to the nest, covering several score hospitals. The units would
be accompaniwl by medical television tapes, for instruction of each hospital’s staff
members, and each local staff could record its own graud rounds, lectures and
demonstrations, then, by pla~ing the lesson back, improve its own teaching skills.

The California Heart Association proposes a substantial expansion of its suc-
pitals in the State, would be expanded to other regions.

‘The rierelopment of simple learning languages in a computer program arailable
for nndergradunte, graduate and postgraduate instruction to several regional
medical progrnrn areas would be encouraged in another proposal.

The Lo!na Linda university School of Medicine hns a highly intriguing DiiOt
project ba,~ed on a third-generation computer, and proposes to expand its library
serviees to practicing physicians ~hrou.ghout its vast service area. The computer
demonstration would test the feasibility of using a remote display, very
much like a television set, on which a physicim in a community hundreds of
miles from the whool could, b.r picking up the telephone, hook into the computer
and a!{k it to analyze the electrocardiograph readings being taken on the patient
lying by the physician’s side. The compnter analysis woukl be done in real-time,
and the answer would return in 2?or 3 minutes. Such a Project might provide
needed services to small, remotely located hospitals and communities now lacking
meclical specialists.

These 14 operational proposals are under immediate consideration. Severai
others, submitted in the March, 1988 quarter, will be briefly detailed in a moment.
Ali have been developed following planning activity ‘which began in January,
1967. The first year’s planning activity involved, among other things, the lay-
ing down of a dnta base from which operational proposals are being projected.
Construction of the data base has gone through two phases.

In the first phase simple, readily available data were arranged in form most
useful for planning in each of the eight areas of California. Demograpl ic clata
were acquired from the State Department of Finance. Mortatitv data were
gathered from the State Department of Public Health. Also from the State
Health Department, with added information from the California Hospital As-
sociation, came material for a complete hospital ro8ter for each of the Cali-
fornia Regional JIedical Program areas. Finally, the first phase of data acquisi-
tion entailed analysis of less readily available types of information involving,
for exmnple, transportation and the many varieties of morbidity data.

During tbe seeond half of the Erst planning year, six planning studies were
undertaken on a region-wide scale. All were approved by’ a data needs subcom-
mittee on tvh ich each of the California Regional Medical Program areas was
represented. Each study aimed at relatively deeper penetration into some aspect
of the data base needed for planning. At the same time each pointed clearly
to the shape of operational proposals in the making.

Patient ori~in .stud{f.-This study, rescribecl briefly in the opening paragraphs
of this stntement, will include important material for morbidity analysis, partic-
ular if the survey can be repeated at intervale. At the same time, the survey in is
first round is expected to yield information needed for transportation and facil-
ities planning in conjunction with the rendering of optimal care for heart
disease, cancer and stroke patients.

!Praining futilities inuen.torg. —Many of the ideas for operational projeets,
which began to take shape in the first planning period, concerned manpower
needs and the possibilities of training programs for key health services, in
addition to physician services. It was found,, though, that” iittle information
had been gathered on the simple question of what training facilities now exist.
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The California Regional Medical Program, therefore, contracted with the Sur}.ey
Research Center at UCLA to make an analytic region-wide survey of existing
training facilities for health service manpower of all sortx. The survey, besicles
being an inventory of facilities, includes analytic details as to capacities,present
enrollments,expansion possiMlities, curricula and nem programs.It will serve
w; a basis for second-generationstudies and operational proposals in the man-
I]owerfield.

Phvsicx”un referral patterns.-The Stanford Research Institute, in cooperation
with the California Medical Association, is completing interviews with a random
sample of physicians throughout the State on the subject of referral patterns for
patients with heart disease, cancer and stroke. Here, too, material never gath-
ered before”is being acquired. Questionnaires already completed contain valuable
material of two kinds. As a basis for improverl delivery of medical service in
cases of heart disease, cancer and stroke, referral patterns, both as to physicians
and facilities, are being discussed. And, the needs seen by family physicians, and
other ph~sicians of first reference, are being recorded and analyzed for the first
time in this context.

Rcqi8tries.—A cooperative undertaking involving the System Development
Corp. of Santa Monica and the UCLA School of Public Health is doing feasibil-
ity testing for possible registries in stroke and heart disease. California has al-
ready had rich experience in the development of a tumor registry, covering
roughly a third of the hospital beds in the State and providing cancer incidence
data of unique significance. The System Development Cmrp. study is, therefore,
moving on to a preliminary examination of registry construction in stroke and
heart disease. At the same time, the Direr40r of the California Tumor Registry
is cooperating with the California Regional Medical Program in connection with
ca ricer registration and follow-up.

use of medical scoiet~ reziezc mecltaniwns.-On a trial basis, local medical orga-
nizations in three California counties are cooperating with the Regional Medical
Program to determine the value of local medical review mechanisms-generally
associated with claims review in health insurance programs-for case iden tifica -
tion heart disease, cancer and stroke, review of prevailing community stfind-
ards and practices in management of such cases, and possible development of
pastgraduati medical education and other programs. In each case, the county
medical group has agreed to cooperate with the appropriate university medical
venter in the review.

,~peciatize~ resources in llospitaZs.—The sixth and last of the first-generation
California planning studies is based on questionnaires sent to all the acute, gen-
eral hospitals in the State, through the cooperation of the California Hospital
Awociation. The hospitals are reporting whether or not they have various items
on a detailed roster of specialized resources or facilities needed for treatment
and overall management of patients with heart disease, cancer and stroke. This
material, too, has not been gathered before, and is expected to highlight ma-
terial lacks, oversupplies or maldistributions. At the .wrne time, the study will
bring manpower training requirements to a sharper focus as California’s Re-
gional Medical Programs enter their operational phase.

All these data gathering studies have been integrated into the 14 operational
proposals described earlier. They have alw been incorporated into the five op-
erational proposals and the two additional requests for funds especially ear-
marked by Congress, submitted by the California Committee on Regional Meclical
Programs during the March, 1968 quarter.

‘l’his second set of proposals includes the expansion of existing clinical c?ncer
dinguosis and treatment, social service consultation, radiological physics, nuclenr
medicine and computer retrieval of pertinent data to 26 hospitals in northern
(llifornia, a coordinated year-round general practice residency, intensive coro-
nary care training for physicians in small hospitals. and the establishment of a
medical library and information service network.

The first of the projects seeking earmarked funds involves a sixth area in
California—Orange County, the planning for which has been assigned to the
University of California at Irvine-proposing a pediatric puhnonlry denloustra-
tion center. It would be only the fourth of its kind in the Nation. The second
project would expand and improve an existing hypertension program of the CC
San l“rflncisco Medical Center.

Taken all together, these first operational proposals can be seen as the begin-
uing broad outlines in the development of a region-wide comprehensive blueprint,
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whose cohesion and effective potential for vastly improved health care selviws
are emerging, almost on a day-by-day basia, ever more clearly.

Mr. ROGERS. bb me ask this. Is your pro~ram getting to the ghetto
areas ? Could you give us a quick rundown on that?

Dr. BRESLOW.One pr!gram that is being considered—I perhaps
should not rejudge the Issue-is the proposal which has been devel-

~oped by U (3 and UCLA faculties. It would transfer the medical
expertise developed by these two centers, in the field of heart disease,
cancer, ancl stroke, to the Watts-Willowbrook area. It is in this aren
that the county plans to build a new hospital with the aid of Hill-
Burton support.

The zim of this pro~ram is to build arouncl that hospital, bringing in
the practicing physicians in the community, a program of postgrn~l-
uate education? emphasizing heimt disease, cancer) anc~stroke.

We think this will have a remarkable effect in mobilizing the services
of that portion of Los Angeles to provide better care.

Mr. ROOERS. Thank you, and I am delighted to se? you have given us
a statement on the California program, which We ~111go Into in det~il.

Mr. .Kyros ?
Mr. Kz-nos. 14T0questions.
Mr. Rooms. Dr. Carter?
Mr. CARTER.I am delighted to know you are making all these services

available for the Watts area. I vender what you are doing f or the areas
firound Watts.

Dr. BRESLOWT.Our programs extend into the Watts area and also
around the Watts area, not only throughout the metropolitan region
of Los Angeles,’ but in the mountainous areas, and so forth. Other
project+---

Mr. CARTER, I believe in those surrounding areas we are liable to
have more he~rt attacks and strokes. [Laughter.]

Mr. ROUERS.Thank you very much, Dr. Breslow. We appreciate
very much your coming here.

I understand that we will try to hear one more witness here.
Reverend Works, yoii and Dr. Price, I understood, were going to

have to get away. Could you come forward, then? We. will be pleased
to hear our testimony.

dMr. acdonald, your Congressman, wanted to come and introduce
you, but the committee knows of your work, and we are delighted
to have ou here with us, and Dr. Price.

rAnd i you would like, we will make your statements part of the
record, without objection and they will appear following your re-
marks. And if you could then summarize for us the points that you
think wwlud be important, this would be helpful to the committee.
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Mr. ROOERS.’
The next -witness, Mr. Nathan J. Stark, group vice president for

operations, IIa.llmark t3fifds, Inc., Kansas City, Mo.

STATEMENT OF NATHAN J. STARK, CHAIRMAN, MISSOURI
REGIONAL MEDICAL PROGRAM

Mr. STARK. My operations have nothing to do with medicine.
Mr. Room. I am not so sure. Don’t you give get-well cards or

something ?
Mr. STARK. I ha~e been accused of that.
I am pleased to have this opportunity to be at this hearing on

regional medical programs. I am, as you note from the title, a non-
cxpert in the health field.

.i businessman interested in health programs is my category. As
I listen to all these experts, many of whom I h~ve heard of, and several
of -s-hornI ha~e known, I asked myself the question, ‘{ll%at am I doing
here ?” But perhaps this is the ne.-wlook in the nonprofessional’s view
of the health field.

I think that the need for citizen participation has been rather un-
familiar to most of those in many parts of the health field, but I believe
it is fast becoming consumer oriented.

My credentials in the health field are as president of the Kansas
~ity General FIospital and Medical Center, and as chairman of the
]fissouri regionnl medical program, and it is to this latter role that
I -wishto address m remarks.

rMy stat,ennmt wi 1 be restricted to the Missouri program, since this
is the one I am most familiar with, and it may be typical, or may be
typical of what other programs me.
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l’he final focus of our program is on the cooperative delivery and
phmning of the best possible health care to patients sufferin from

fheart disease, cancer, stroke, and other related diseases, regar less of
ezonomic, educational, or geographical status.

The program utilizes maximum local planning and initiative vvith
regional emphasis upon coordination of efforts and review of the qual-
ity of endeavors, Policy is set by a council representative of the public
and professional leadership with advice from all groups in the region
who have a bona fide interest in the delivery of health care.

Because of the stated intent of the program which was to improve
care by increasing the effectiveness of resent systems, attention m the

?Missouri program was directed to ear y detection of disease, method-
ology for systems to provide maximum economy and effectiveness,
and initially a small number of models of delivery systems, planning
for a service to a specific population of people without regard to the
exact place in which that service might be rendered, but with empha-
sis on delivering the care .asclose to the patient’s home as is consistent
with economy and quality. In other words, we are people oriented.

Primary emphasis has been placed on the development of supportive
services -which utilize the newest in scientific technolo . This includes

Fa variety of services which cm be furnished both to t e physician and
to the patient quickly and economically at any time anywhere in the
region.

The present testing of computerized interpretation of EKG’s for
physicians in rur~l areas @ a precise example. For screening ~urposes,
m-iclfor the first tlme in history, the private practitioner participating
in the model system has consultation for heart disease immediately
available to him at every hour, 168 hours a week, at an essimated cost
of less than $3 per interprei%tion.

Each interpretation can be backed up by a dial-a-phone lecture
reference source, recorded on tape and also automatically available at
all hours at the cpst of a phone oall.

These backup lectures will develop on a demand basis in accord with
experience. A model of delivery systems is found in the Smithville
project. Here building upon an existing rural system, maximum effort
has been placed by tl~e local advisory group and the State university
medical school upon a sophisticated consultation and referral program.

In Smithville, the system extends into home care utilizing all avail-
able ancillary and auxiliary personnel. Faculty members of the uni-
versity teach and consult with the local staff.

Financial assistance vm.s given with a specific terminal date, at
which time the system of care is projected to be self-supporting. The
program provides for careful change of quality of care as a result of
intensified support.

It is the plan of the Missouri program to establish and terminate
final support for all dernonstrztion projects in this m~nner in order
to provide the o~portunit~ f or cooperative programs with a maximum
of communities m the regpon.

Suppofiing serwices and later innovations will continue to be made
available on a financially self-supporting basis to these coo

K
rating

communities so long as these a~e f oupd to @ .m~tually help 1.
A final facetoof the program M ~he Iptird?scl lmary ~earch group

fin the umvemlty who are studying lntenslve y the dehvery system
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for health in the region, scientific devices which are needed but lack-
ing at present, a communication facility which possibly could be

!
ado ted for purpose of the program.

T e research group -functions as a medical ex~riment station draw-
in together the talents of all univemity dismplines which can con-

%tn uteto the definition or solution of health care problems.
Of the 21 bioengineering projects now active, I should like to men-

tion two. One result of this research has been the development of a
clia~nostic chair, which simplifies the takin of a heart tracing. The

6chain reduces the time required for an EK from about 20 minutes
to less. Another piece of equi ment developed by the engineers and

{the physicians working to~et er is an electrolytic unit which has
proved extremel helpful m speeding the healing of leg and body

~ulcers for the dia etics or patients who must be in bed for long periods,
and these compact units can be taken home.

An ad&d feature is an alnrm system which reminds. the patient
to keep the bandage properly dampened.

Future programs could be summarized as the design of more model
clelivery systems in cooperation with the public and health profes-
sional involving finally the entire region, continued concentrated study
of appropriate services designed to be self-supporting, the sssktance
to pro~rams in providing for treatment of disease and rehabilitation
of pat~ents suffering from these categories of dise~se, and last, a
translation of new ideas into action on behalf of the patient or the
potential ~atifmt.

This is indeed an exciting, though wearing, time to be involved in
health affairs. The regional medical program, to my mind, offers one
of the best means for achieving optimal health for all people, who are
in effect the real beneficiaries of regional medical pr~grcmw.

I would certainly urge the support and the continuation of this
program.

Now I have here an organization chart of t.ha Missouri regional
program which I would li~e to offer for the record.

Mr.. ROGFXS.The committee would be very pleased to have that, find
it will be made a part of the record at this point.

(The document referred to follows:)

MISSOUfZIREGIONAL]~EDIOALPROGR.4Jf@m.iXIzATION

1. GOALSETTING

(a) PolicY is set by representatives of the public and the practicing profession
upon advice from:

3fedieal schools.
State departments related to health.
Voluntary organizations.
All health professional organiz:itions.

(A total of more than 50 people read nnd comment upon each Proposal. )
(b) Planning is for a selected ~pulation of peopIe regardless of where they

may ultimately rweive their care. This permits maxifnum uqe of communication
mechanisms already established between the many involved gro~q]s.

(c) Planning ~i]d operations are kept administratively separate.

2, ORGAXIZ.4TIONALPATTERS

The Project Review Committee consists 01’the head or his delegate from the
whools of osteopathy m d medicine, the Division of Health, Director of Welfare
and Director of Mental Diseases. This committee ser~es as an advisory bociy to
the Council on all proposals.
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.iIL Advisor) u ouncil, nominated by the Project Review COmmittee and aP-
I~oillted br the GoYerl]or, ,serves as the governing bod~. The 12 members serve
stfiggeredterms, no person’s ser~ice to exceed six ~ears. hIembers may nOt be
drawn fuonr University staff.

The Lifiiso:l Committee is composed of elected or appointed representatives
sent by each state-wide voluntmy or professional organization which has applied
to and been accepted by the Council. The 24 members serve as a reaction panel
cm all projeets for Council.

The Uniwrsity of Missouri serves as trustee for funds for the Missouri
I?egioufil l’rograh.

8. SPECIAL USBAX OEGANIZATIOX

For the Kansas City area a special Metropolitan Liaison Committee has been
formed. Members include five local citizens and two representatives from each
of the .kdvisory Councils of the two regions (Karwis and Missouri) which
o~erlap in the Kausas City area. This committee also serves in an advisory
ctipacity to the two Regional Councils for all projects which fall within the six
county urban area of Kansas City.

A special, l~al planning force has been assigned to Iian.Ws City by the iMis-
sonri regional program.

h-o matter bow a region is described, ultimately it must interact with other
regions. 310difications of the Kansas City committee hare been developed with
thrc? of the other adjoining regional programs and similar plans are under dis-
cussion with a number of other regions which also adjoin Missouri.

~fr. ST.WUC, I submit for the recorc~ three separate pub]kations of
the Academy of General Practice ~s evidence of cooperative efforts
between the pmcticing physician ancl the program.

31r. ROOERS.1~’ewl]l receive tihosefor the committee fi]c.
‘FIMnk you very much.
Dr. C’ai+er ?
Xfr. P.$~TE~. I jl.wt want to complinwnt this gentleman ll~on the

paper that he lms delivered here tcilny~ LLnclto sny that I think it is
a ~ery healthy sign when men of his erldent ability take part in such
programs m this. lhnk you.

Mr. RomHN. I woukl hke to second those sentiments. I think it. is
excellent, and w-e do need more and more people to involve tihemselres
in the l~ealth fielcl other than just t!le scientific community, a.nclI won-
cler if yoL~could give ns an exwnp]e-you say the cksign of more model
cle!ivcwy systems. V’hwt is Tour t.llinkin.~ there’?

Mr. STm~. TWO thzt I have specifically in mind: One would be
the Sroitl~rille project located in a rural area about 15 miles from
Kansas City where they are designing a ro.mam for the first time

%to “ve complete continuity of care from t e time the patient is seen
%in t e diagnostic stage through the treatment stage and then into the

rehabilitation stnge.
Another one is that taking place in Spri@ield, Mo., at the com-

munity hospital. A cardiovascular program 1s in force where they are
treating the cardiac patient and also training nurses and doctors in
the care, treatment, and rehabilitation of cardiac patientsl This is a
part of the current operational grant and is -irorkmg out very we]].

There are six or seven programs in operation, or being proposed
now, in community hospitals.

Mr. Rooms. Thank you very much. We appreciate your being here
today.

Our next witness who has a 4 o’clock plane, I believe, is Dr. Amos
Bratrude, We apprema% your presence here today. Your Congress-
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man, Tom Foleyj spoke to me on the floor and said he wanted to be
here to personally introduce you to the committee and regrets he can-
not be. He is in committee himself.

STATEMENT OF DR. AMOS BRATRUDE, WASHINGTON MEDICAL
ASSOCIATION,AND ASSOCIA’HON OF GENERAL PRACTITIONERS

Dr. BRATRUDE. I n-as sent here today by the Washington Medicd
ilssoeiation, and I have the blessing of the Association of General
Practitioliers.

I am Dr. Amos P. Bratrucle and am in general practice in Omak,
Wmh. I have a common failing with all people who have moved West,
n!}d that is our zdopted home has become very important to us, ancl
so ~ou’11excuse me if I give you a few words about Omak. It is a rather
tvpwal western community of about 4,500 peo~le. The prime industries
ire logging, apple orchards, and cattle. The biggest single event of the
year is the Omak stampede with what we consider, a world-famous
sllicicle race. It is a nice community and my 9 years there have been
~-erypleasurable. I am married ancl have four children, and as a f~the.r
mu beginning to experience the rigors of a teenage daughter.

I was rnisecl in the Nliddle l~rest. iMy father was a general practi-
tioner in a small tow-n by the name of Antioch, 111. Upon deciding
where to prnctice, there were sw-eral things I was sure that I wanted.

I wanted a communitv w-it.ha host)it.al in it. I have alwavs been ~erv. z .
ilkerestecl in general practice but could see no reason to choose a conl-

.

mnnity that, was large enough to have a well established specialist
group. I vwntecl to choose a commnnity that I felt hnd some promko
of growth so tl~at I could erent.ua]l y hzve the type of medicol ]mct ice

#that I was interested in. Tliis: namely, is a group of three, our! or
five cloctors who are quite interested in the practice of medicine, but
also want to be free to pursue academic and recreational activities. I
am now the senior IIlilll of a. fol}r-nmn gronp, and the reason th;lt I
can be here toclay is that I have three excellent partners that ore co~cr-
ing for me.

Those were the praet ical renwns for choosing Omak. The clnot ion:il
ones are that the country just immedia,t ely appealed to me. I en-jpy
hunting and fishing find being outside, and all these things were ~~i~ll-
able. We have been Is months in a new hospital with 32 beds, anti 8
staff of seven pl?ysieians. C)f course, four of three are of our group. It
is quite interesting to me to go to various meetings and seminars and
hear peopIe discuss the problems of a small hospital. Invariably these

8
eople consicle.r m?ything from 100 to 150 beds to be a.small hospital.
onsequently, them discussions of problems that might occur there

have no bearing at all on what happens in a hospital of 32 beds. I
‘1

had always been qnite. interested in the broader problems of medicine,
j
\

and when the opportunity came to me from the W,ashington-Alaska 6regional medim 1program I welcomed it. J
I would be the first to admit th~t I hail a rather biased viewpoint

when I joined the lTrasl~ill#oll-lllaska. regional medical program board.
I hacl been raised of fairly conservative parentage and had a clecicled!y
jw.mcd~cedopinion of the role I thought Government ww playing m ,,

medmne. It is quite surprising to find out at the first advisory com-
1
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rnittee meeting that most of us had the same feeling. Then it was in@r-
esting to see the change in everyone as the meeting progr=sed. It
seemed that most of us had very defini~, but very erroneous ideas of
what the regional medical program wotid be and how it would work.
It was exp]ained in the first session in May of 1966 that the regionaI
medical program was not oing to be a vehicle to transport the patient
to “supercenters” Ebut rat er was going to be a vehicle to transport
knowldge, tec~ique, and assistance to the local level to impym
patient care in places such as Omak. I, of course, was very suspicious
that this was just the bait to lure us into the trap. I have now corer
pleted approximately 20 months on this committee, and I am wnvinced
that at least the Washington-Alaska program has not altered from this
ideal; that is, to attempt to improve the level of care for victims of
heart disease, cancer, and stroke and related diseases into local com-
munities. I ma-salso prejudiced in another area as I approached the
work on the regional medical program. I am in a very rural conlmu-
nity. I think it is wonderful to have great research rejects and a

ilarge amount of what we call ivory tower medicine. ut I also feel
there is a tremendous amount of mwlicine that has to be pr~ct iced on
a day-to-day basis to help the people receive proper care.

I also had many preconceived ideas about physician education pro-
grams that I felt were fairly worthless. I have taken these prejudices
and conveyed them into ideas for our group, and am afraid I have
helped to sidetrack certain programs I felt hacl little pmct ical I-alue.

I C1Owant. to say thd I f-eel there is a clefinite plnce for complicated
research projects, and without them many of the advances we, ~njoy
today would not be here. But I feel, as the only generai pra.ctltloner
on the Advisory Committee, that I have wasted very httle time ar-
guing for the as t of medicine because many about me are. In regard

Yto spific prob ems that were present in the practim of medicine in
north-central Washington these are some.

There are certamIy many other prdblems which deal with rural
areas, ,and many of these woulcl fall in the ca~egoricnl areas of the
heart, cancer, ancl stroke progrwn. We are. Iookmg fmw-arcl to taking
ach-mta.ge of the coronary care unit .t)ra.inmg progrmns that are cur-
rentlybeing wt xblished by our RMP and are looking f orwarcl to
ninny other benefits from it. I think the. point that I v-ould like to
make so strongly is that the RMP has otlerecl the first opportunity
for local medical immunities to feel that it is worthwhile to get in-
volved and interested k becwse their opinions and problems are being
sought.

There certainly has ‘been a considerable change in stance of the
average physician in regard to Government in medicine. Just a few
years ago no cooperation would be offered and if preferable no inter-
ference would be tolerated. Today we /ind the average physician
understanding that the Government will ‘be involved in medicine and
that a cooperative venture of some kind would be most desirable. The
RMP with its em@-+.sis on regionalization h~s, I believe, caught the
fancy of the medical commumties of the Umted Stfltes. As I travel
to various meetings with colleagus who are scattered across the cxmn-
try, I find that quite often they have many favoqab]e wmments con-
cerning the aims and goals of this program. I think that if this pro-
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gram were to be significantly curtailed or even dropped, you would
find a exmsiclerable disillusionment in the medical ~rofession. I think
most of us feel there is a strong chance that the RM’P is going to offer
all of us help and cooperation, not interference, from the ~overmnent
on our local medicd roblems. I think that if it were possible to
establish a long >erio

!
$ such as 5 years, the RMP could then do sig-

nificant future p amning and the medicd community would know that
the program W?Shere@ stay.

I have certainly en]oyed the experience of coming to Washington,
D, C., ancl appearing before this committee.

Tha.ulcyou very much for the opportunity.
Mr. ROGERS.Thank you very much, lk. Bratrude. l-our testimony

is the type I think the committee needs to hear, from a pra.cticing
physician. We are clelighted that you took time to present this twt 1-
mony to the committee.

Dr. Carter?
Mr. CARTRR.I certainly want to congratulate the gentleman llpon

his presentation. He is one of the men who applies the hols which hnve
been given him, and in acldition will evaluate and use what other tools
are given him by our re “onal groups. I am impressed by his ptiper,

fand the depth of what e says, I am happy to have such a yoLmg
physician before us today.

Mr. llOGERS, Let me ask you: YOU say you are the only general prac-
titioner on the Advisory Committee for your region, or is this a,
subregion ?

Dr. BRATR~E. I am the only one for the Washi~@cm-Almka nwct-
ing. We have six practicing s ecialists from various disciplines; in

Raddition, of course, to ninny p ysicians in the universities.
Mr. ROGERS,But there are six out of 30 whom you WOUIC1clmsi f y

as practicing pliysicians ?
Dr. BRATRUOE. Seven, counting me.
Mr. ROGERS. How many hospital ttclministrators do yOLl have?
Dr. BRA~ULIE. Two.
Mr. ROGERS. Do ~70uthink this is a good ratio ?
Dr. BRATRUOE. It is difficult to put everybody there. Ilre have six

or seven lay peop]e, we have two nurses> we have a den~ist; anc~by ~11~
time you are done, -we really aren’t heavily laden with the mecllcal
school people.

Mr. ROGERS.Would it be more of a problem getting away if you
were not in partnership I

Dr. BRATRUDE. I would like to speak about this a bit. I think the
concept of the practicing physician is changed somewhat. As we are
trained today, w-e are tot ally convinced that we have to stay current;
and I think, as we set ourselves into practice, many of my co~%’~les
in our county are in independent practice, such as Bill Henry, one of
the doctors there. He feels it is important enough, and has educated
his patients enough that he gets away for courses. I believe that group
or no ~qouP, this is the way it is going to be in the future.

Mr. ROGERS. You don’t”think it can be brought down to the hospital
level ?

Dr. BRATRUDE.I don’t mean that.. We have hospital staff meetings,
ancl visiting professors who come for seminars, and the gentleman
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from kfissouri, some of his programs sounded outstanding. When you
think about help that you need-it is 3 o’clock ill the morniu and you

fhave a cardiac problem; you don’t need a seminar, you nee someol~e
to give you some help. It sounded like this aspect of his program was
very exciting.

_N~r.ROOERS.Thank you so much. We appreciate the benefit of your
advice.
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Mr. ROOERS.Our next witness is Dr. Chambers, Mecliczd .4ssoci:~-
tion of Georgia, Atlanta, Ga.

It is a nleasure to have you here, and we know of you through your
good f ri~ncl, Congressman Jack Flint of Georgia.

Dr. CIMMBERS.I would like to submit a copy of this journ al for the
record.

Mr. ROGERS. IIrithout objection, we will accept the journal for the
files,

(The publication referrecl to, “ Journal of the Meclieal Association
of (leorgin,” April 1967, was placed in the conlmittee files.)

Mr. ROGERS.You may proceed, Dr. CWimbers.

STATEMENT Ol? DE. J. W, CHAMBERS, REPRESENTING THE
MEDICAL ASSOCIATION OF GEORGIA

Dr. CHAMBERS.Mr. ~hairman and members of the ccmlmittce. I am
in priwtte prtictice of medicine in I,a. Change, Ga., associated with cc
fee for serl-ice group prwtice. IJ2 Grnnge, (>0., is n smnll city of ~5.000
population in a county of 50,000 population. There is one h~q)lt n1 in
our community; it has approximately 220 beds nncl is an accredited
hospital.

I appreciate the courtesy of this committee in hen ring a roive from
the “grassroots support” of H.R. 15T5S. It is my l.)elief that the
health professionals in our region consider the orlginnl legislation,
Public LCLW89-239, as important as my th~t hm been prosed by the
Congrey in ma?y y+s, ancl we feel that it deserves continued supimrt.

Our interest m this program, <however, began before Public LIW
89–239 was passed. This was evlclencecl by discussion among repre-
sentatives of the Medical Association of Georgi CL.?hnory Vrnvers;t y
School of Aledicin< in Atkmta, the Medical College of Georgin in
.4ugusta, the (leorgla Heart Association, tmcl the (lecm~ia IXvislon of.
the American Cancer Society. These discussions were expmded chmin~
1966 to include the representation from the Georgin Hospital .\sso-
ciation, Georgia Department of Public Health) Georgia Medicfll Asso-
ciation, Georgia Dental Association, Geor@tia Ph a.rma ceut,icml Asscm iiv
tion, Genr~ia Division of Vocat.ionnl Rehabilitation, Geor@a State
hTurses .4ssocintion. Georgia State League for ATursin~, Geor@a De-
partment. of Family and Cbi]dre.n se~vices, Conunllnlty Ccmncil of
-4tlant.a Area, Inc., allcl ‘the Planning (!ounc.il of Metropolitan

I Savannah.
[ In aclclit ion, the Georgia Nursing Home Association ancl knowledge-

able zncl interwk?d laymen were includecl. From such discussions,)
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involving these diverse ~oups, a plan vas develo X4 for the.organiza-
$tion of a regional advisory group composed o approximately 125

knowledgeable and interested persons broaclly representative of our
region.

Evidence of the interest of the physicians of Georgia in the regional
medical program has been shown by the fad that the entire April
1967 issue of the journal of the Medical Association of Georgia was
devoted to the Georgia, regional meciical program.

‘J%is is the journal I asked to be put. in the recorcl.
~thcmgh the program had only officially begun on Jiu]LMry 1, 19(37,

the responsibility for leadership by physic~~ns vms alreacly keenly felt.
In fact, the Medical Association of Georgia was unanimous] y elected
by fhe regional adviwwy group to ser~e as applicant for the Georgia
region.

May I quote briefly from an editorli:l entitled “A Unique Oppor-
turuty for Leademhip,’” which nppeared in the April journal.

The regional medical program for Georgia provides the membership of the
Medical Association of Georgia a unique opportunity for leadership in “pro-
moting the science and art of medicine and the betterment of the public health.”
However, the role of leadership can only be effectively assumed as physicians
understand the program.

The legislation which established this prograu~ was the result of the report
of the President’s Commission on Heart Disease. Cancer, and Stroke, commonly
caUed the DeBakey report. However, Congress gave thonghtf ul considers tion
to many medical leaders and organizations before passing Public Law 89-239
in October 1965. As a result. this law prorides for local medical programs
which can and will be developed l)Y people in tl!e arens involved for the people
in the areas to be served. ‘Ilis is inherent in the legislation through the lnn-
guage of “cooperative arrangements.” and ‘%ithont interfering with the pat-
terns, or the methods of financing. of patient care of professional pmct ices, or
administration of hospitals. ”

The regional medical program for Georgia has heen plnnnrd cnrefully by
Georgia people in a truly cooperative atmosphere dnring the pnst 15 months.
This can best be judged by the membership of the program’s Georgia ndvisory
group. The program is practical and will proride the tools for ewry pmctitloner
to improve not only his own medical capabilities but also to improve the quallty
of medical care provided for each rind erer~ one of his patients.

This is a challenge for each member of the Mediml Asoeintion of Ccorgiu
mrd may -well be our greatest opportunity in onr 1ime for exbii)iting respnnslble
leadership.

Another factor which we feel reromn~el~~lsthe extrnsion of f lle
regional medical pro,~ram is the already denlonst rnial marked inl -
prm-ement in commllnicatirm nncl. dinlog. not only nmong ie:whers,
medioa~ schools, Rvd prild k iOllf?l’SJ ht Z?SO mm: 211 of the kenlth
professions in the region. In s!~or~i ~vc l]are befnln what we believe
to be successful treatment of the “town. ,WVH’- syndrome in onr region.
The long-range eflect of thjs N-i11be IwpmT-ed Cilw of patients. The
original program plan for the ~enrgio r~gim) t:lkes into xccollnt thnt
new knowledge from the medical centers n~~lst flow to el-ery area of
the region and equally important. ihe knowledge and needs of tile
practitioner and others in the smell tow:]< must flow to the medicnl
centers.

still nnother recollllllellclafioll for tl]e m: Pnsion of this program, we
beliere, has been the demonstrated nlecllfiu isn~ for cle~eloping R pro-
qxm of public education to stimnl ate lay jxwple to want and to seek
good m~lica] care. There are ninny ec,onrnnl,~:lllydiszdvantagecl people

309-653 o-68—lo



210

whom we hope to educate to want adequate medical care, but tl~er@
may be just as many medicall deprived people totally Wrelated to

ieconomic circumstances. Inclu ed in this oup are many of our most
rtalented and capable citizens who simply o not seek medical care that

could be classfied as adequate.
Finally, Mr. Chairman, we believe that ‘the key to the success of the

regional medical program i-nGeorgia is the involvement of community
hospitals. This, no doubt, ]s true m every re Ion in the country to a

6
frester or lesser extent. Very etirly in the deve opment of plans for the

eorgia pro=gam, the regional advisory group recognized that the vast
majority of physicians, nurses and others involved m the regional pro-
gram relate themselves to one or more hospitals. Therefore, efich hospi-
tal in the region has a vital role in the program and in the future of
medicine. This includes the large hospital, the small hospital, and the
hospital in the medical center, and the hospital remote to the medical
center. At the present time there are about 1?,500 hospital beds in
Georgia distributed among 178 genernl and limlted services hospitals
of all sizes. Over 3,ooO physicians serve on the staffs of these hospitals.

To emphasize the role of hospitals in the program, it is hmned that
Eeach hospital -will become a central focal point thro~~g which the

objectives of the regional meclical program will be carrlecl out. Every
hos ital will become a teachin hospital. This cloes not imply that

i 1me ica,l students and house sta need to be present; but, it does Imply
that physicians, nurses, dentists, pharmacists, administrators, members
of the pubIic, and all of the allied health professionals shall organize
thenwelves into an educational program. Each hospital has been asked
to submit the names of a group of persons to serve as a local advisory
group to the regional medi~l program. It was suggested that a physl-
clan (as chairman), a hospital administrator, a nurse, and a member
of the public be the minimum number to comprise each designated
groug.

Thw local advisory group ma be as large as the local hospital or
Ecommunity desires, but it must e named by and through acceptable

administrative mechanisms.
These groups of local hospital representatives are functioning well.

Of Georgia’s 178 hospitals, 121 have appointed local advisory groups.
This represents approximately 90 percent of the general hospital beds
in the region, It is pertinent to this resentation that the chairman of

rthe local advisory groups met in At anta on Sunday, March 2411968,
for a day of planning and discussion. According to the registration, 87
hospital representatmes were present. Similar meetings, as approved
in the program plans for Georgia region, will be held at kast twice
during each calendar year. This method of affiliating local direction at
the ~assroots with the overall program of health planning is, .in our
opimon, a sound and effective approach.

Although health planning has been going on in our region for many
years, this is the first time that representative from all interested
woups have deliberated together in an attempt to coordinate their
~ealth care ~lannkc into a unified zJan for momxss. Both interest
and .partici~ation o~ the practicing’ hysicia;s, ~wal hospitals, and

8medical schools have been excellent. lose
agencies, organizations, institutions, and

comniunication ‘ivith other
Government programs is
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assurin complete coordination of all activities in the area of health
&in the eorgla region, and the purposes of Public Law 89–239 are

being achieved.
Thank you a sin, Mr. Chairman, for this opportunity.

fMr. Roams. hank you for an excellent statement.
I notice that you say 87 hospital representatives were present at

your last meeting out of w-hat? Some 178?
Dr. CHAMBDRS.Potentially 178. Of that number 121 have already set

up the local advisory ~oups. The ones who have not are primarily the
extremely small hospitals, Mr. Chairman, maybe as few as 15 to 20
beds.

Mr. Itocxms. But you feel the major hospitals in the State have?
Dr. C!HAMWW. We have 90 percent of the becls coverecl,
Mr. ROGERS.Even though they don’t attmd the meeting, they have

signed up for this?
Dr. Chmmns. Yes. These same ones are not the ones who were at

previous meetings, necessarily, but this percentage is a pretty good
attendance, for a region our size.

Mr. Rooms. Is the region too large?
Dr. Cnmmw. No, we do not think so. ~treare be inning to get sub-

fre “onalization now. This is what we hope to accomp ish.
% r. ROGERS.How long have you actually had the region formed?
Dr. Cmmmns. Our program, Mr. Chairman, actually began Jan-

uary 1,196’7, so we are only about 15 months old.
Mr. Rocams. You present a very encoura “ng icture.

YiDr. CHAMeERS.We feel vie have accomp ishe a lot in 15 months, sir.
If the committee would be interested, sir, I wmlld be gl~cl to leave

a copy of the oper<atin~rrules ancl re,~ndntions of our programs.
Mr. ROGERS. I ~vou]cl 1ilie ~ery much to have t]lat for t)le commit tee

files.
Thank you very much, Dr. Chambers.
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Mr. ROGERS. OU~ last -witness today is Eugene Sibery.
May I say we WI1l make your statement a part of the recordl follow-

ing your remarks. Now, if you would give us your comments, It would
be helpful.

STATEMENT OF D. EUGENE SIBERY, EXECUTIVE DIRECTOR,
GREATER DETROIT AREA HOSPITAL COUNCIL

Mr. SmwY. I shall paraphrase the important items, so that I shall
not make a lti-minute commentary on a ‘i’-minute formal statement.

Mr. Chairman and members of the subcommittee, I am D. Eugene
Sibery, executive director of the Greater Detroit Area Hospital Coun-
cil. I also serve as chairman of the American Hospital Association’s
Council on Research and Planning, and I am the president of the As-
sociation of Health Planning Agencies. I vms the acting coordinator
of the Michigan regional medical program during its initial, orgmiza-
tional period, and now serve on that program’s regional zclvisory
group.

I am here today to speak in support of title I, H.R. 15758, to extend
the authorization for regional medical programs for heart disease,
cancer, and atrok~

As a health planner involved with the coordinated planning ac-
tivities of a hundred hospitals in one of the Nation’s most heaviIy
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urbanized areas, I am strongly attracted by the potential of regional
medical programs and impressed by their prcyyess.

The strength of these programs stems from the spirit of voluntary
cooperation which underlies them, and which was written into the
htw largely by your committ~e 3 years ago.

This voluntary, cooperatm’e approach to problem solving isn’t as
swift as a more direct approach might appear to be, but I hope that
you will be persuaded that it is far more sure.

Regional medical programs are becomin strong and successful
%forces in our society because they challenge t e ingenuity of the part-

icipants. They are becoming strong tind successful forces in our so-
ciety becnuse they exist to meet s ecific local problems, not problems

?that have been rendered sufficient y vague to be lzbeled national prob-
lems. And finally, regional medical programs are becoming strong and
successful forces in our society because they are based upon plans and
decisions made by those who must carry out the plans and decisions,
and by those vvho will be afkcted by them.

The last point-broad-based involvement for cooperative plan-
ning and action—is the paramount reason re “ional medical programs

1will ultimately succeed in the inner cities of merica. It is a program
that health planners have long awaited, a program to draw together
the hospitals, physicians, public health agencies, and all of the other
elements necessary to provide efficient, effective, and economic health
services.

It is also a program which must incorporate the opinions and
thoqghts of the public to be served by these health resources, and this
too E a terribly difficult task. The population of our inner cities is de-
pressed in mind and spirit, handicapped by lack of education and
opportunity, and all but overwhelmed by poverty and ]Ieed. T1lis must
not deter us. l~rithout the cooperation and the support of the.sepeople,
nO program can succeed.

The clevelopment of regionnl medicnl programs has seqned slow in
the inner clt]es, but there has been progress, It’s not unllke the crm-
strut.tion of a building. LTntil the foundation is hdmriously dug nnd
buil!, ancl the main structure begins to rise, pro ress is not nppnrent.

PRegional medical programs have been digging t leir foundations with
a process of careful planning, and the structures begillniw! to mww--
the operational pro~rams-will be all the souncler ancl stronger for
this every effort. Briefly stated, from the national vie~v, the progress
of regional meclicd pr?grmns has been chromatic.. Less than 2 yenrs
~go, there mere 110 re~lond rneclical programs; today there ~re s~
orgmized LIIIC1at work.’”

There is one further reason W-II-YI view the period of planning as
so essent; a]. The experience gained in this program—I wish to stress
this point-for hezrt disease, cancer, and stroke can serve zs n guide tO
mfika it far easier for other health programs to meet the neecls of our
country’s entire population, inducting our urban arezs. Significant
changes in the t.rxditional methods of delivering health care must be
effectetl. I belieye with zctive and memingful involvement of all health
professionflls, the regionnl mediml programs will provicle the mechan-
i$l~l fl)r tile ]Iezltll professionals to markedly improre the patterns
of organiz~lt ion nn(l distribut ion of health care.
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I beliere our experience in Michigm is not atypicz]. I do think
it is ililportant for us to understand the soundness of the program
which is nnder way, the marshaling together of resources, the inno-
vation which characterizes all of the phmnin.g activities in the foundat-
ion for the proamam which is being well lalcl at this point in time.

To help these programs, I would certainly hope that a great deal
of ernphmis will be placed on the need for the efforts uncler compre-
hensil-e liealth planning proegrams and the cooperative regional ar-
rangements cleveloped under the Regional Medical Program Act, to
b compatible xnd in conformity.

I think they me complementary with respect to gods and activities,
and I think at the local level we must do everything possible to be
certain that these are not in conflict, but in fact C1Ocooperate ancl sup-
port each other.

I do belie~-ethere is wreal need, as the statement indicates, for limited
construc~ion funds, and I would hope that as a part of the introduc-
tion of my fornml sta.tement in the record that -you would also inclucle
the appended article entitled “Hospitals ancl Regional Medical Pro-
grams, a Plm for Coordinated Action,” -which was in the December
1967 issue of Hospitals magazine. This was written by my good friencl,
Dr. Robert Evnns, and I think amplifies eloquently on the point that
I WOUIC1mnke, that there is a real need for limited construction dollars.

Mr. Chairman, I certainly hope that this bill will be SL1ppOrted by
your committee and will be adopted. I think the progress so far is
sound, becquse vie hzve gone cautiously. I believe the operational pro-

(
grams v-ill speecl the day that w-e will et to every area in Michigan,
to every citizen in Michigan the bone ts that thxs program was cle-
signed to bring.

I shoulcl be pleased to answer any questions you might have. It has
been a pleasure to appear.

(Mr. Sibery’s prepared statement follows:)

STATEMEXTOF D. EUGENE SIBERY, EXECUTIVEDIRECTOR,GREATERDETROITARE.+
HOSPITAL COUSCIZ, DmIZOIT,311cH.

Mr. Chairman and members of the subcommittee, I iun D. Eugene Sibery, ex-
ecutive director of the Greater Detroit Area Hospital Council. I also serve as
chairman of the American Hospital Association’s Council on Research and Plan-
ning, and I am the president of the Association of Health Planuiug Ageucies. I
was the acting coordinator of the Michigan Regional Medical Program during its
initial, organizational period, and now serve on that Program’s Regional Ad-
visory Group.

I am here today to speak in support of Title 1, H.R. 1575S, to extend the au-
thorization for Regional Medical Programs for heart disease, cancer, and ~tr~li~.

As a health planner involved with the coordinated planning a?tirities of a hun-
~dred hospitals in one of the Nation’s most beavily urbanized areas. I am strongly

fittracted by the potential of Regional Medical Programs and impressed< by their
progress.

The strength of these Programs stems from the spirit of voluntnry cooperation
which underlies them, and which was written into the law largely by your com-
mittee three years ago.

This roluntary, cooperative approach to problem solving isn’t as swift a< I
more direr~ire npproach might appear to be, but I hope that yon will be lxw-
suaded that it is far more sure.

Regional >fedical Programs are becoming strong ancl successful f m’ww in our
society because they Cha]]enge the ingenuity of the participants. They nre becom-
ing strong and successful forces in our society because they exist to meet specific
local problems, not problems that have been rendered suficientl.v ~ague to be
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labeled national problems. And finally, Regional Medical Programs are becoming
strong and successful forces in our society because they are based upon plans
and decisions made by those who must carry out the l~Jans and decisions, and
by those who will be affected b? them.

This last point—broad-based mv’olvement for cooperal ire planning and action—
is the paramount reason Regional Medical Prograrus w1lI ultimately succeed in
the inrrer cities of America. It is a program that health plrumers have long
awaited, a program to draw together the hospitals, physicians, public health
agencies, and all of the other elements necessary to provide eficien t, efiective,
and economic health services,

It is also a program which must incorporate the opinions and thoughts of the
I)Ublii2to be served by these health resources, and this too is a terribly difficult
task. !IVrepopulation of our inner cities is depressed in mind and spirit, handi-
capped by lack of education and opportunity, and all but overwhelmed by poverty
and need. This must not deter us. Without the cooperation and support of these
~eople, no program can succeed.

The development of Regional Medical Programs has seemed slow in the inner
cities, but there has been progress. It’s not unlike the construction of a building.
Until the foundation is laboriously dug and built, and the main structure begins
to rise, progress is not apparent. Regional Medical Programs have been digging
their foundations with a process of careful planning, and the structures begin-
ning to emerge-the operational programs—will be all the zounder and stronger
for this early effort. Briefly stated, from the national view, the progress of
Regional Medical Programs has been dramatic: Less than two years ago, there
were no Regional Medical Programs; today there are 53 organized and at work.

There is one further reason why I view the period of planning as so essential.
The experience gained in this program for heart disease, cancer, and stroke can
serve as a guide to make it far easier for other health programs to meet the
needs of our country’s entire population, including our urban rrreas. Significant
changes in the traditional methods of delivering health care must be effected.
I believe with active and meaningful involvement of all health professionals,
the Regional Medical Programs will provide the mechanism for the health pro-
fessionals to markedly improve the patterns of organization and distribution of
health care.

I believe oirr experience h Michigan is not a twical. Wjth the $1,294,449 grant
awarded the Michigan Regional Medical Program almost a year ago, the Frd-
eral Government has essentially bought a blueprint for the initial stages of
action. Most tangibly, this initial blueprint is a 50-t-page document, our flrst
operational grant request, which defines what v-e must do rrnd commits us to
doing it. It is not a steriIe plan devised in some ivory tower. lt represents a
realization that previously fragmented health resources can unite to provide
the best possible patient care for heart disease, cancer, anti stroke, a realization
held by the scores of men and women who live in the renl world and who ha~c
contributed and will continue to contribute to this plauning task. It represents our
entire Michigan countryside.

From my point of view as a health planner concerned with the total health
needs of my metropolitan area, one of the most important facets of this Michignn
Regional Program is the series of linkages which have been made with a great
number of groups and institutions engaged in health planning and providing
health services in our Region. I hope that the staffs and Advisory Groups of all
Regional Medical Programs share my zeal for coordination of activities in this
regard. Specifically I believe RegionaI Medical Programs and Comprehensi~e
Health Planning programs, both authorized by legislation enacted by the Wth
Congress, are quite complementary and mutually supportive of their activities
and goals, Every effort should be made by the staffs of these two programs, at
the local lereIs, to ensure this cooperation and coordination exist.

To help make these Programs more effective, I urge your approval of Title I,
HR 15758, with one change: Give the RegionaI Medical Programs limitecl
authority for construction to meet regional needs as stated in the Surgeon
General’s Report on Regional Medical Progranzs to the President and tkc Con-
Orcss, arid as eloquently amplified in an article entitled, “Hospitals and Regional
lledical Programs: A Plea for Coordinated Action”. This article appeared in
the December 16, 1967, issue of Hospitals magazine. It was written by my good
friend, Dr. Robert L. Evans, Director of Medical Education at the York (Penn-
sylvania ) Hospital, and immediate past president of the Association of Hospital
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Directors of Me(lical Education. Dr. Evans assisted me in preparing my testi-
mony for today, Mr. Chairman, and I would like to request that his article
be inserted in the record of this hearing. I hope, gentlemen, that Dr. Evans’ article
will conyince you of the need for Regional Medical Program construction
authority.

Thank you; that concludes my statement.

[)?rom the JournN of the American Hospital Association, December 1967]

HOSPITAI.SASD REGIONALMEDICALPROGRAMS:A PLEA FORCOORDINATEDACTIOX

(By Robert L. Evans, M.D.’)

TO say that in the last three years our medical care system has been subjected
to close scrutiny, deep concern, and an incomprehensible quantity of advice is
both trite and insufficient. Since early 1965, our medical care system has existed
in a holocaust of suggestion, pressures for change, and internal and external
examination, which has involved the President of our nation on one hand and
volunteer d ri ~ers of our neighborhood ambulance clubs on the other.

Organizations relmesenting every level of meclical care and medical education
in our voluntar~ s.vstem and rirtua.lly erery executive and legislative branch of
our national, state, and local governments hnve had their say—and are still
talking. Begirming with the Coggeshall report in 1965 and progressing through
the DeBakey commission, the AMA task forces on education and care, the Minis
commission, the pending reports of the A’ational AclvisorY Commission on Health
Manpower and a similar Commission on the Cost of Medical Care, our system, its
~oluntary hospitals, organized medicine, medical colleges, and the role of our
federal and state governments have been studied by so many groups ancl individ-
uals that often there have seerned to be more bacteriologists than bacteria comp-
osing the culture. There are no indications that this trend will stop. There
should be no desire for the cessation of these activities unless they are threatenefl
with the nrumps of minisculity, from which they may emerge sterile.

Good health is now a fundamental right, together with life, liberty, and the
pursuit of happiness. Examination of the system that ensures this health is now
in the public domain.

LEGISLATIYEACTIVITY

Complementing the studies and instigations has been a host of bills repre-
senting the greatest activity in social legislation our nation has ever experienced.
Thi~ began with the legislation encompassing hospital and medical care for the
nged ancl indigent, followed by the various health career training acts, ancl more
recently has included the programs for planning on a regional nonpolitical base
and on a nonregional, political base (Public Law W--239 and Public IJaw %)-749).

This Iegislatire onslaught is aimed at producing better health for the citizens
of our nation, although in some respeets it replaces properly aimed rifle tire with
poorly aimed shotgun charges. h’o one can predict with any degree of accuracy
the eventual effect of the activities of the mid-1960s on our voluntary care sys-
tem-indeed, to attempt an intelligent appraisal is a staggering and inconlpreben-
sible task. This paper is concerned with only a small and comprehensible portion
of the studies+-the planning legislation—that portion concerned with the Regioua I
Medical Programs of the Ifational Institutes of Health, continuing education in
medicine, their relationships to our hospitals and medical colleges, and their
governmental support system.

Beginning in the 1930s, but accelerated productively by World War II, two
parallel governmental funcling systems have had a vital impact on medical cnre
and knowledge: (1) billions of dollars of federal support ancl additional millicms
of voluntmy foundations support have gone into bmsie biomedical researeh, aud
(2) additional billions have gone into hospital and facility construction.

While expenditures for research were proc?ncing al[!lost indigestible quantities
of ne~~ kaoviledge designed t.o be productive in the prevention, cliagnosis, mud
trmtment of di~eme, other monies in smnller quantity were developing a vol-
untary system of hospitals and other community facilities that are structurally

1Robert L. Evans, M. D.,h director of yedical education, York (Pa. ) Hospital, mrd
president of the Association of Hospital Dmectors of Medical llducation.
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modern and usually competent. New medical knowledge has been produced
largely in major medical college research and teaching hospital complexes, but
the majority of health c-are has been delivered to our people through a distinct] y
separate system of community medical institutions.

f%mmunication between medical education and research centers and com-
munity health care delivery centers began to deteriorate before and during
Worki War II. It has become increasingly ineffective through the 1950s and
MdOs.

Unquestionably, the federal system of research support has been productive
in terms of knowledge, but it has served, through the tender trap of “soft
money,” to enhance greatly the difficulty in communication between the teach-
ing and research centers and the community hospitals. Patterns of human be-
havior dictate that an individual infected with the virus of discovery—whether
through financial or personal suasion—and whwe job and family support are
functions of continuing success in discovery, will lose interest at a rapid and
predictable rate in the more mundane functional application of his discoveries,
except as such application might further prove his theses. Understandably, as
the Midas touch of research support produced more full-time faculty members
who received their major support from investigation rather than teaching, lees
and less of their time became available to transmit and validate information
from the medical college to the functional arm of the medical care system. These
attitudes are both inevitable and defensible mithin the .qMtem that has produced
them.

At the receiving end of this sclerotically deteriorating pipeline of rmmnlu.nica-
tion between educational centers and care centers, other disruptive forces were
at work. Most of the go~ernmental support to our voluntary medical care system,
as represented by our community hospital, is directed at bed needs. Provable
demographic studies, leading to indicated increases in bed capacity, produce
the high@ priority of funding in hospital construction. Very little support has
gone into the creation of diagnostic or treatment facilities unless they are Im.
mediately defensible by bed capacity. Almost no support has gone into nonpa-
tient. care and supportive facilities of an educational, evaluati~e, or analytic
nature. .4ccrediting bodies stress in pondero(is manner the necessity for smooth
oneration and recording of the administrative and businws functions of a hos-
p{tal and its medical s&ff, but pay almost no attention to the actual quality of
the staff, or to any system of assuring the continued quality of the stnff in terms
of updating of knowledge and techniques.

The exceptions to this insistence on administrative and Mrective function
hare occurred in relation to two active forces: (1) incidental to approval of
graduate programs (internship and residency), the American Medictil Associz-
tion’s Council on Medical Ecluration does insist on minimal standards of graduate
educathm and on evidence of departmental educational activities in those de-
partments operating approw?d programs; and (2) the American .4cademy of
General Practice for some years has had an established minimnm requirement
in continuing education for its membership, which the academy itself recognizes
ns a minimal figure.

EMPHASISOXJHJSINESSFIJXCTION

The predominantly lay boards and lay administrators of our voluntary hospital
system frequently have contributed further emphasis upon bed capacity and
direct bed support. It is a paradox that individual hospital board members, who
are involved iu corporate structures that place tremendous emphasis on continu-
ing education in management techniques, psychology, and evaluation for their
management personnel, neither insist upon, nor are oriented toward, the same
emphasis on comparable continuing education acti~ity in the medical staffs of
the hospitals that are their community charge. The development of this orienta-
tion is again both understandable and defensible within the s?lstev~ tba t has
produced it.

Businessmen tend to regard hopsitals as bnsinesws and to stress their bnsiness
function to the administrative group. Government aad accrediting bodies under-
standably have been reluctant to impose continuing education requirements on
the medical profession. Many examples around the countr~ show that when the
necessity for continuing education and its basic purposes m relation to medical
practice are explained in a clear and knowledgeable manner, most board members
and administrators are quick to recognize its’ imp+rt, but still may assign
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it a low funding priority in an oveuall system that directs insistent light upon
brick+, mortar, systems, and machines.

ATTITUDESOF MEDICALSTAFFS

Hospital medical staffs have been both active and passive in ackling plaques to
the sclerotic communications pipeline. The measurable shortage of physician man-
power tends to confine their immediate thought to the care tasks at hand, which
are all too time consuming. Physicians have tended to regard the medical col-
leges, which spawned them, as sophisticated purveyors of a type of intellectual
exercise that is impractical in terms of temporal, physical, and emotional pres-
sures in the community setting. With some justification, they look on medical
college facultim and functions as consuming inordinately large numbers of phy-
sicians, in both intern and resident programs and staff positions. Their plea to
the medical colleges too frequently has been baaed on what they believe to be a
clearly demonstrated need for house staff in the operation of their hospitals and
for passive spoon-fed, time-consuming continuing education programs. That
these pleas have fallen on deaf and unsympathetic ears is understandable in
view of the rontent of the pleas and the nature of the institutions and iu-
diricluals to whom they are directed.

Although many other factors have contributed to a Iessening of effectire com-
munication between the sources of our knowledge and the institutions of i ts appli-
cation, those discussed would seem to be the most important and relevant to the
effects of federal support on the individuals and institutions at each end of the
“knowledge to application” transport systenr.

Suddenly, iato this potpourri of understanding, misunderstanding, interest,
and disinterest has come a tremendous force for motivating change. After clcaacles
of providing major fund suPport for lmth medical research and medical care
institutions, the federal go~ernment, repre8ent utivc of tlJe cons umm of ow
product, recentIy has discerned that much of its investment in research has been
unproductive because the information, techniques, and skills producwci in the
research centers have not beai tmnsmit ted effccticc~~ to the operational nrm
of the medical rare system-the community hospital and its medical staffs.

Whether the failure of eflectitw transmission is due to simple luck of inforn]a -
tion transfer is open to serious qu~stiolk even though it is a convenient theorem.
Campbell Moses, medieal director of the American Heart Asociatim identifies
the real problem as validation of knowledge--that is, inability of the pmct.itioner
to accept and adopt new knowledge or technique until he has had the experience
of “seeing” it used and using it under direction, Perhaps the “information gap”
is really a “validation gap,” but probably it is both--certainly the therapy for
either lies in continuing education.

Forces within government also are beginning to reeognise that much of the
support assigned to the constrnetion of community medical care facilities has been
less than totally etWctive in producing eflicient and knowiedgeab]e delivery of
medical care. Funding instead has prwhwed an overemphasis on inpatient care
and medicaI sta.@ direction and administmtion. to the detriment of a coordi au ted
system of patient care involving logical division of inpatient and outpatient.
activities, and to the detriment of the continuing updating of physician knowl-
ed=%, technique, and skills.

With the recognition of its l--than+ omplete success in the past, the consumer
group, represented by the Regional MedicaI Programs, the National InMitntw
of Health, and their parent body, the Department of Health, Education, and
Welfare, have come up with a very efficient and almost certain to be effective
meshanism to correct some of the past inadequacies.

A “SHOT13LWWEDDING”’

Sttited simply, medk’al care and medical education, the two ends of our
wlerotic pipeline for the transmission of knowledge and understanding, are about
to be &uUjectd to one of our more cwmmon social relatiomship++he inevitable
progrwwion from the spurned prepositio~ to the proposal, to the engagement,
mld finally to the marriage. Considering the &.visive factors above, this is certain
to be a stormY junction, but it is just as certain that it will be consummated and
prodnctivq for it is a “shotgun wedding,” The pcaple of our nation are holding
the shotgun. It is loaded with cash—the greatast motivator in our society. Of
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a moment, the disinterest wi and apathet ie gorermlental father of the resea reh
years has bewme the kindly, interested, but extremely iirm, future father-in-law.
(That he may become an overbearing tyrant is possible, depending upon the

success of the courtship.)
The imminent wedding is complicated by the fact that we are not quite certain

who is the bride and who is the groom. If educational ability, facility, tind
personnel are the measure of virility, then the medical coliege system must be
the groom. It is doubtful that. the father will listen for long to any disclaimers
of ability of the groom to effectively support the bride without further prodding
or promise to help with support. It also is doubtful ttit any disclaimers on the
I)ml ~f the bride (the medical c%re delivery system) as to her abiiity to asSLLIUS
educational or analytic duties in the household seriously will affect the future of
the marriage.

Similes aside for the moment, let us consider this union between medical
education and research and medical care and examine the factors necessary for
its success. Three areas require close scrutiny: (1) the depth of the quality, the
ability, and the personnel of our educational and research facilities; (2) the
sophistication, the quality, the ability, the personnel, and the functional pattern
of our medic-al care institutions; and (3) the question of facilities support and
construction subsequent to a productive union of the educational and research
institutions and the medical care institutions-perhaps recognizable as the
eventual arrangements for housing the family.

The medical college system at present is rich in all three areas. Over the
last four decades, it has built up a large cadre of educationally oriented indi-
viduals, in spite of research emphasis. The very nature and primary task of
the medical college system provides it with adequate classroom, audio-visual,
instructional, and other material aids to education. Its hospitals are equipped
for the most sophisticated care-a significant portion of it on a research or r~
search-connected basis-and are largely modern and relatively well staffed.
Although the medical college certainly will need some additional support to help
it in its new role as the resource of both content and some instructional nbility
for the transmission and validation of knowledge, it is relatively well equipped
to cope with its role as educational breadwinner. The distatT side-the com-
munity hospital, which will consume and utilize the educational paycheck-is
much less adequately prepared.

hOXUNIVmSIm HosPrrAr-s

The nonuniversity hospitals divide into those that have graduate educational
programs and those that do not. A rticent survey conducted by the Association of
Hospital Directors of Medical Education shows that although graduate teaching
hospitals are much smaller in number, their total bed capacity and total number
of staff physicians are approximately equal to the total bed capacity and total
medical staff physicians of the hospitals that do not conduct teaching programs.
The same survey indicates that even among those hospitals conducting graduate
programs, less than 50 per cent have mimimally adequate teaching facilities and
less than 10 per cent have the services of trained educators, evaluators, or
sociologists available, even by consultation.

There is little di%erence between the two types of nonuniversity hospitals in
most of the important parameters we shall measure, The major difference seems
to be that tho,se hospitals conducting grnduate programs may be a little further
advanced in educational philosophy. Their staffs, however, frequently are com-
posed largely of physicians who do not actively participate in the teaching pro-
grams, and their educational facilities, with a few notable exceptions, tend to be
little different from those present in hospitals that do not conduct graduate pro-
grams. Consequently, for the purposes of this discussion, the two types of non-
nniv’ersity hospitals may be discussed as a common entity. The fact remains that
the emerging strident necessity for the nonuniversity hospital is that it assume
it8 proper vole a8 the center of con tinning ed?mat ion for the ph ymh”an.sand a lli.ed
Acalth per80nnd of it8 area.

Most nonuniversity hospitals are modern, quite sophisticated, and relatively
well equipped to render medical care. When one compares them with the medical
college hospital, the difference in the area of medical care is a difference between
acceptable sophistication on the part of most nonuniversity hospitals and proper
uitrasophisticat ion on the part of the medical college hospitals. This is a tolerable
nnd appropriate difference.
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INTOLERABLEDIFFEREiVCE

The difference between the university and community hospiti]s in educational
facility and ability, horrever, is so great as to be ifltolcrable, even under present
leads in continuing education in the nonuniversity hospital. These community
institutions have their ultimate direction residing in the hands of boards and
administrations who, in a proper and dedicated fashion, represent the voice of
the community in the operation of its medical care facilities. Very few of the
medical staffs and educationally oriented physicians in these hospitals have
been able to impress upon their boards and administrators the overriding im-
portance of continuing education to the competence and survival of our medical
practice system and its hospitals. Some of the blame for this failure to impress
directive bodies must reside in the medical staffs, who have not made a coordi-
nated effort to educate and thus produce a change in the attitude and behavior
of their boards and administrations.

Similarly, with faulr resting in medical staffs as well as directive bodies, non-
university t caching hospitals have tended to look upon graduate (intern and
resident ) education pro.aams as tolerable and interesting because they appear
to raise the level of medical care, and because they provide additional hands
with which to supply that medical care. However, even in relation to graduate
education, it has been difficult to bring boards and administrators to spending
patient care income on educational facilities, or to supply within the hospitals
physicians whose base purpose is graduate or continuing education as opposed
to the delivery of medical care. With the rapidly rising cost of hospitalization,
and the clamor this rise has produced, one certainly must have sympathy with
our hospital boards and administrators in their reluctance to utilize patient
care funds for educational facilities and personnel, even though the dollars
spent on education are the best purchase the patient might make. The concept
is sufficiently abstract to make direct continuity of purpose and decision difficult
to achieve.

PROPOSALSAND PRAHI12ALITIES

In addition to being the subj~t of studies and recommendations by various
commissions and individuals, our medical care and education system has been
exposed to many dhTerent proposals in relation to continuing education. One
hears of universities with and without walls, nationwide closed circuit television,
application of the national educational television network to medicine, two-way
radio, television tape, and a host of other novelty approaches. When one digs
beneath the veneer, he is forced to the inescapable conclusion that, in spite of all
of these proposals and gimmicks, the only practicwl place to educate the p?”ac-
ticin.g phy8ieian in a continuing and proactive manner is h the milieu M !ohich
lle work8, treats hi8 patients, ancl earns hi8 living—his hospital. While it is true
that in leading a horse to water, one may not force him to drinlc, the horse is a
great deal more Iikely to drink if the water is under his nose constantly.

While the universities and their medical centers may be the central nervous
system om continuing education and of the Regional Medical Programs, there
cannot be must doubt that the nonuniversity community hospitals will be the
muscle of these programs. A’o portion of the knowledge produced by the billi OIIS

of dollars spent in bmie research in the last 40 years can be productive until it
is in the hands of the indi~iduals who care for the majority of the people of
our nation—the physicians of our community hospital medical staffs. The people
of our nation—our consumers—in the form of Congress. have spoken in a loud
and clear voice.

The basic purpose of the Regional Medical Programs is to translnte lipowledge
into understanding and thence into medical care, ill a cooperative. regi~nol,
and efficient manner. Thus, the basic and initial form of the activities of the
Regional Medical Programs must be reparative education in bringing physicians
nnd other health profwsionals up to date. This must be followed by continuing
edncation to maintain their competence.

Once education is well under way, attention may be paid to providing the
facilities in which the newly understood knowledge, techniques, and skills may
be applied in a coordinated manner. It is senseless to build the facilities until
the s@em of edncation that will assure their proper usage is established ancl
functmning, with the explicit purpose of making the biI1icms of dollars they have
spent in resea rrh productive in the care of our people.
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HOSPITALSNEEDHELP

At this time, the educational muscle of the nonuniversity hospitrrl system is so
weak that it is difficult or impossible for it to hanclle its presently assigned taslw
in education. If it is to become the cornerstone and functional arm of the
‘Regional Medical Program, then the nonuniversity hospital needs a great cleal
of help. This help must be twofold: (1) an informational campaign that stresses
the importance of an educational foundation to underlie all patient care rlc-
tivities so that the boards, administrators, and medical staffs of our hospitals
a$sigll prow~ recognition and importance to the educational activities of their
institution; and (2) direct financial support to establish the skeletal frame-
work of facilities and personnel necessary to support the educational functions.

‘The first of the requirements for help to the nonunirersity hospital in educa-
tion is well under way. The publications of the Regional Medical Program divi-
sion of the A-ational Institutes of Health place constant stress on this area.
Programs within other portions of the goverrrment are desia~ed to stimulate
the medical colleges and organized medicine to a more active recognition of
contirruing education as unquestionably the most important portion of the spee-
trum of undergraduate, graduate, and continuing health profession education.

Accrediting organizations and institutional groups, such as the American
Hospital Association, shouId play a more important role in the stimulation of
interest in the educational function of hospitals; they are just beginning to
evidence interest in this activity. The Assoeia tion of Hospital Directors of
Medical Education, composed of key individuals in stimulating and directing
continuing edncarion, continues to increrrse its voice, competence, and activity.
(lorrtinnation and expansion of these initial activities on the part of all the
interested groups and organizations will assure proper emphasis to n function
that will produce more good patient care in the future than any other single
area of endeavor.

The second nwd, that of funding snpport, becomes increasingly hnpor’taut
as more emphasis is placed on continuing education. The initial direction of
funding in the Regional Medical Progmms and in the comprehensive com-
munity pIanning programs properly has been towrrrd the commitment of monies
for integrated planning of an approach to the problem of opening tile mMn-
munieations pipeline between medical education and re.smrch and nwdi@il
care. Once these groups have planned to communicrrte effectively, we Will r!re
faced with the probIem of a bride and groom who are geographirnll.r SeIKI m t r,

and who, therefore, must be pro~ided with the menns to communlmte nppro.
printe to their desire to do so.

FACILITIESAND EQUIPMENT

Funds must be provided for edocatiorral facii[tic8 on d cqr[ipmcw t itt non-
waiversity ?/ospita18. Facilities include most importantly, auditorium aml co])-
ference room spat+ and their accoutrements, library facilities and materials,
audio-~ isurrl rnateriaIs and departments, and areas specifically designwi for c’du-
cntionrrl demonstrations in patient care. These require brick, mortar, nnd equip
ment fuxids, which most hospitaIs simply cannot supply from monies current.1.v
availai)le in their communities, the Hill-Harris program, or as II result of their
lmtient care efforts. These are the very brrsic facilities that all hospitals MUSt
hare to adequately perform their task in educating their stfiffs and personnel.
They are multiuse facilities and, thus, can serve for the continuing education
of al[ied health ImofessionaIs as well as physicians.

Design and construction of faciliti~ may OCCUpya considerable period of time ;
thus, their fundiug should be of first priority. Concurrently. however, funding
should be available to ensure proper and complete utilization of these educational
frwilities. To make these new facilities really functional will require two addi-
tional factors: (1) investigation and measurement to assure the most produc-
tive content of the programs they will house; and (2) adequate numbers of
educationally competent personnel to assure the productive application of the
identified curriculum content and the facilities.

Two of the greatest problems for individuals with practical experience in
continuing education are curriculum design and content and the motivation of
the practicing physician who is the student. These two factors are inextricfibIy
interwoven with a need to know patterns of medical care and physician func-
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tion. The area where need for information and the presence of misinformation is
most apparent is in the field of function—the activities of physicians in the
delivery of medical care and the identification of their needs and motivation ill
relation to continuing education.

There is sore need for support within the nonuniversity setting for the n~ertsure-
ment and evaluation of continuing education to assure its ediciency and pert i.
nence. Additional need relates to the measurement and evaluation of the ph.vsi-
cian’s performance, so that he can be helped to become more efficient and produc-
tive in the delirery of medicaI care. In short, we should be attempting now to
identify what we should teach and toltat changes in brhaclor we are trying to
bring about through continuing education.

ESTABLISH REGIOXALUNITS

It would seem of great importance that within each of the Regional Medical
Programs there be one or more nonuniversity hospital granted funds to construct
and staff units to measure and devaluate systemically patient care and its
delivery, thus to assist in determing need, content, and motivation in continuing
education. These nnits should be staffed by physicians, educational personnel,
ancl sociologists. Because each region by definition is singular in clnality, it is
probable that each region will have sufficiently different needs to require dif-
ference in approach and measurement techniques. ‘lo establish just one or two
national institutions or units involved in this type of research would be inetfk!ient
and insufficient. This investigative function cannot be carried on in the university
setting, for we are studying a nonuniversity organism.

Once identification has been begun of need, content, nnd pertinence in relation
to continuing education, it will be necessary to ensure that sutBcient educationally
oriented, able and motivated individuals are present within each community
hospital (or arailable to it) to ensure productive usage of the information glenned
and facilities added. This assurance, in the form of trainecl personnel, might vary
across a spectrum encompassing highl~ skilled, formally trained educators in
the larger and more complex hospitals, to individual staff members who hfive
had the opportunity to receive additional understanding in educational philnsol)hy,
skiils, and techniques in smaller hospitals and communities. One might regard
these individuals as the “marriage counselors” of our simile. They are vitally
important to a marriage that has little solid foundation in previously existent
love or mutual respect between its partners.

Only after the establishment and support of competent and productive mm-
tinuing education programs shouid attention be turned to large-scale suplmrt
of patient care facilities. While such devotion to competence in continuing edn-
cation, orientation, and ability would somewhat delay the construction of actual
physical facilities for more omplex and sophisticated patient care, the dela~
would serve to ensure that these facilities would be properly utilized by i)hy+
cians. Some programs could be coordinate and concurrent. Caring for patients
is, after all, the primary purpose for the existence of our entire medical care
system.

A PLZA FOR ACTIOX

In summary, this presentation is a plea for a cogent and logical progression
of actiyity in relation to Regional Medical Programs. perhaps the most import-
ant portion of the socially oriented legislation that has arisen in recent years.
By simile, it is a request for good, sound premarital discussion and orientation
by the groom and the father-in-law to ensure that the bride of our “marriage”
has the knowledge and the necessary appliances and counsel to keep hOUS~

. properly.
Community hmpitals and their health professionals must be properl~ prepared

to accept and use the knowledge that will pour from the perviously sclerotic
communications pipeline. The medical cme system must have initial funding
sLqIport for identification of educational need and provision of educational space
and personnel. Snch funding will prepare it for the proper and productive
utilization of the health care system and facilities to be established in the
future as the result of coordinated regional and community planning for the
delivery of medical care.

To paraphrase Winston Churchill, “We are not at the end, nor the beginaiwx
of the end, but perhaps we are at the end of the beginning. ” It is of vital inlpor-
tanee that we be sure that this “beginning” reimesents a solid foundation for n
procluctil-e and functional future.
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Mr. ROGERS.Thank you. Vre appreciate your being here.
&-e we getting enough representation from hospital aclministmtors,

from local people involved with the delivery of services in the councils?
Mr. SIEFXY. From my vantage point I cannot generalize. I would

sa that because of my Americm Hospital A~soci~tion responsibility,
I tear some say we do not have enough hospltnl involvement. Others
say it is fine. Hospitals are certainly welcome to participate.

Generally, I believe they are efigerly invited to participate, so I don’t
have much sympathy for those who say they have not. lml an op-
portunity to 13ean integral part.

I think that our experience in Mich~gan n@lt help you to see
that this is not, just n continuing eclueatlon prggram for our medicd
schocds, but in fact is ~ progrxm that was cleslgned to cleve]op truly
coopers tive regional arrangements, and it took us many months to
clcwelop a working mechanism for the three meclicnl schools to co-
ordinate their efforts and communicate because they had never done
this in a similar way before.

I think the very fact that I M executive clirector of a hospital
council was asked to take the initiative in trying to drctw together
the program and clevelop the grant application is a good indicrdion
that in our State at least the hospital role was well identified.

Thank you very much.
Mr. ROGFRS. Thank you. Irour testimony has been most helpful,
This concludes the hearing for today. The henrings for tomorrow

will be held, I undelstancl, in the main hearinog room, which is On the
first floor, room 2123, nncl so the committee w1ll now stand ndjournecl
until 10 o!clock tomorrow morning.

(Whereu on, at 4:15 p.m. the committee adjourned, 10 rcconnwo
rat 10 a.m. T lursdny, Mtrch 28, 1969.)



HOUSE OFREPRESENTATIVES,
Wwhington, D.C., March ??6,1968.

Hon. JOHN 3MMAN,
Cli a irman, tlubcommittee on Psblic HeaRh and Welfare of the Committee on

Interstate and Foreign Commerce, U.J!Y.House of Representatives, Wa811ing-
ton, D.(?.

DE.MIMB. CHAISMAN: Hearings are currently being held by your Subcommittee
on H.R. 15758, a bill to amend the Public Health Service Act so as to extend and
improve the provisions relating to regional medical programs, to extend the au-
thorization of grants for health of migratory agricultural workers and to provide
for specialized facilities for alcoholics and narcotic addicts, which was introduced
by the distinguished Chairman of the Committee on Interstate and Foreign Com-
merce, the Honorable EIarley O. Staggers. Because of the increasing involvement
In medical programs in the Pacific by the relatively young University of Hawaii
School of Medicine, I would like to take this opportunity to comment specifically
on Section 10.3 of the bill, under the subtitle “Inclusion of Territories.”
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TIIis section apparently is designed to extend the regional medical programs to
Gnam, American Samoa, and the Trust Territory of the Pacific Islands, as well
as to other areas. The extension of such programs would promote the acquisition
and dissemination of medical knowledge and skills throughout U.S. territories in
the Pacific. Medical research and training in which the University of Hmwaii
SciIoOl of Medicine is presently engaged in several cooperative rentures in these
Pacific areas, would be strengthened and improved. The result of all this is that
the people in these areas would receive the full benefits and assistance of Ameri-
can medical science and technology.

For the foregoing reasons, I strongly urge that Section 103 be retained in the
meaSUre that, is reported out by your subco~~ittee.

It is requested that this letter be inclucIed in the record of hearings on 11.R.
15758.

Aloha and best wishes.
Sincerely,

SPARKfil. MATSUNAGA,
Memberof Congre88.

AMERICANHOSPITAL ASSOCIATION,
wa8hin@On, D.C.,March 26,1968.

Hon. H.4ELEYO. STAGC+EEW,
Chairman, Interstate ana Foreign Commerce Committee,
Hou8e of Repre8entative8, Washington, D. 0.

DEARCONGRESSMANSTAGGERS:This statement expresses the views of the Ameri-
can ?ilospital Asswiation on H.R. 15758 which amends the Publjc Health Servkx?
.-ctso as toextend andimprove the provisions relating to regional medical pro.
grams, to extend the authorization of grants for health of mlgrntory ngrlcul.
tural workers, to provide for specialized facilltles for alcobollcn nnd nnmotic
addicts, and for other purposes.

REGIONALMEoICALPROGRAM8

This Association strongly supported the development of the Irgl?dntlon whkb
resulted in P.L. 89+X39. We were plensed that certnln r~t))lrl[,l)(l(llll}ns, which
we felt were essential to the most effective dcvelopmrnt of thr proflnm, wom
incorporated inthelaw. Wehavecontinued to follo\v c]lmfl1l1yltfld wltttgmat In.
terest the progress of the program. The past two yenrs appesr to have Mm qwnt
in themain intheestablishrnent of regional programsnmt In their plnnnln&Tb@
ol]erating s@geofthe program isreaIly onlyjust begl~ll]lng \slthallnlltt4 number
of luwjects having been approved to date. Though good plnnnlng Is highly eruwnthd
it is to be hoped that the program will move forward rapidly In Its applkmt!on.
We have always believed the purpose of the bill is to establish a brldgebetwcen
the science of medicine and its full application to the care and treatnlent of
patients. In the coming months, therefore, it is to be hoped that the programs
developed will be felt by the puplic in terms of a broadened application of knowl-
edge in thet.reatment of these diseases covered under theprogmm. We urge the
Colllniittee toauthorize the full amol]nt requested for the program for the fiscal
year ending June 30, 1909.

The Association has continued to feel that implementation of the intent Of
the Iaw would necessitate a full involvement on the part of hospitals and their
medical staffs. This will necessitate not only the participation of the medical
schools and the larger teaching and community hospitals but the smaller hospitals
spread throughout the nation which provide a focal point for medical care and
treat!nent in smaller communities. We have been disappointed at the extent of
invol~ement of hospitals and particularly the minimal participation of these
snmller community hospitals which is so essential if the program is to have
meaning to the public at large. Therefore, the American Hospital Association
will undertake a nqrnber of steps which it is hoped will result iu a much wider
invol~ement of hospitals. We have also noted that very little emphasis has been
given thus far to preventive care and long-term patient care and we intend to
~tinlulate leadership on the part of the hospital field in fostering such a broacl
approach to the regional medical programs. We will continue to work closely
with the administrators of the program and to work for the fullest participation
of the hospital field.
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We recognize fully the merit of thorough planning as a basis for the develop-
ment of regional medical programs. Such plans, of course, must involve the
facilities, personnel and services pertaining to the illnesses covered under the
program. However, the Congress under P. I,. S$-749 initiated comprebemsi ve
hefilth planning thereby establishiu~ planning mechanisms throughout the
nation to be involved in over-all health care and to specifically include henlth
facilities, services and personnel. It is olwions thereforo, that rather complete
duplication of planning now exists between the two programs and from reports
which we receive we are just beginning to witness the confusion resulting from
this conflict and overlapping. If health planning, which wc strongly approve.
is to be dereloped in an ordel”ly manner. any Overhlppillg LLndconflict must lJe
resolved. At present the existing pro~ision~ go far to\~ilrds cmcouragix~,g ccml-
petitive activities for domination of the field.

We recommend, therefore, the CorIgre~- rfike action to eliminate the existin~
overlapping and confusion by requiring that the coolwrati~e regional nwlicnl
programs developed under P. J,. 89239, and the results of the planning cferelolwd
under P.rj. 89--749 be in conformity.

HR. 1.5758 proposes to increase the memtwr~hip of the advisory council from
twelve to sixteen members. In order to facilitate further the closest lms*il~le
coordination between this program and the comprehensive health plannilg l~ro-
gram, we would urge that additional representation of council memlwr.+ he
required to include individuals directly eng:lged in area and state wide I]launing
scti~ities.

We are pleased to note that the bill, as in The original Act. does not prnpo.w to
authorize funds to be appropriated for construction purposes. Tbe program is of
such magnitude that we believe the funds should be expended for the operational
phases of the bill. Further, we feel it would be unwise to duplicate the conNruc-
tion authority now pro~ided for in other acts.

The bill requests clarification so that grants DIAYbe nmck’ to agencies and
institutions for services which will be useful to two or more regioual mediral
programs. There are various services which can be developed most efficiently RII(T

effectively for larger areas than wonlcl he encompas.~ed in a single region. We
beIieve, therefore, that the authority to make grants as snggested here is desiraMe.

MIGRATORYAGRICULTL-SALWORKERS

The bill proposes to extend the program of grsnts providing for health services
to migratory agricultural workers for an additional two years. We strongly w)-
ported the original legislation and later urged an increase in the program so ns
to permit payment to hospitals for care prmidecl migratory workers and their
families. our recommendations were made after a study of the WOMWU of
migratory workers in considerable depth. We found that hospitals in var!ou<
parts of the country were providing care under emergency circumstanmw and
with very sizable costs for services ancf for n-hieh no reimbursement was avnil -
a Me. We were, therefore, rery pleased that the Congress provided f uuds which
could be paid to hospitals for inpatient care.

The major portion of the funds which have been made nvailable go for the
fworision of public health services .snd pre~entive medicine with a very moclwt
amonnt being made available to pay for inpatient hospital care. We urge, there-
fore. that the funds to be provided under the bill be increased to at least $15,000, -
000, with $5,000,000 of this amount being allocated for reimbursement of hoxpit;lls
providing inpatient care.

Because of limited funds, the administrators of the program hnve nect?wa rily
restricted payments to hospitals under the program to areas which hacl an
over-all public health program for migrants. Therefore, no provision has been
macle for assistance to migratory workers in transit or in areas of the country
which had no orer-all public health program for migrants. The increased au-
thorization which we hare recommended should enable thp administrators of the
program to provide inpatient hospital care to migrants wherever it is needed.
Further, we recommend that the program be authorized for a period of four
>eors instead of the two years called for in the bill.

We have no comment at this time on other provisions. of the bill.
We would appreciate your making this statement a part of the record of these

hearings.
Sincerely,

KEriivmH WILLIAMSON,
Associate Director.
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?fATIONALTUBERCULOSISAXJJRESPIRATORY
DISEASE ASSOCIATION-,

Hon. HARLEY O. STAGGERS,
Xcfc Yerk, X. Y., March 20, i9f;S.

Cliairman, Interstate and Foreign Commerce Committee,
Howe of Repreaentatice8, Washi}igfon, D.C.

DEAR MR. STAGGERS:The Xatio])al ‘1’Uberculosis nnrj Respiratory Ilisease .Ls-

sociation wishes to express its support for continuation of Regionnl Medical l)M-
grams as provided for in H.R. 1575S. Although Programs have been largely de-
velopmental, reports of progress throughout the country indicate thnt the
majorjty will shortly he initiating operfitional acti~ities. Reports indicate :ln
earnest desire on the part of persons concerned with this Federal program to
fUlfill the purposes of the legislation; namely, that the American public rwei~e
improved medical services through coordinated and more efficient clelirc, ry of
medical and paramedical skills and talents.

Authorization for funds must be adequate to meet the growing needs of the
programs in the next few years if they are to achieve their goal. The monll,utnm
of this Federal progran], which inrolves relationships with many agencies :il]d
groups, is accelerating as operational activities are due to begin. Readiness to
perform will be affected by the amount of Federal funds avni]ahle. Therefore
the Committee should consider ~yhether or not the authorization of $65 nlillion
for fiscal 1969 is large enough to permit implementation of the extensive plans
developed over the past few years.

The NTRDA is particularly eager that RegionaI Medical Programs be suc-
cessfully launched into operational activities because of the great need to improve
services for chronic pulmonary disease patients. At time of appropriating funds
for fiscal 1968, Congress specified that between one and two million dollars of
the RMP appropriation for that year be devoted to chronic respiratory disease
programs.

The NTRDA had requested such action by Congress because of the critical
situation in diagnosis and treatment of these diseases, particularly emphysema.
Incidence of emphysema has so accelerated that it has become the secon(? most
frequent disease for which benefits are granted to workers who are retired for
disability prior to age 65, at an annual cost of about $00,000,000. Other diseaws of
pulmonary insufficiency, such as chronic bronchitis, are widespread and responsi-
ble for much illness and restricted activity. Deaths from emphysema hare been
doubling approximately every fire years in the recent past and nlong !vith nstl]l)Ja
and chronic bronchitis now represent the tenth cnuse of death in the Chit txl
States.

The seriousness of the chronic respiratory diwwse situation hup[,llvd t hc
Public Health Serrice and the National Tuberculosis JInd Resl Jratory I)lww -e
Association to convene a Task Force in the Frill of 1060 to dlwnss how the wit rol
of these diseases coukl be improwd. The critkwl nerd+ in aN’I1hwl w>r~iw~ f~w
patients became n focus for much of the dlsrusslon nml led to (we of III(. Tn .k
Force’s major reco~llnler~d/ltioJls; n:lmely, that provldon trn.nln~le for l,ululf~ltnry
function laboratories, resllir[lt{~ry-ctlr~’ units. hem{,ca rv, and Wtlritillllaf IUII lJrl.-

;re-virtually non-existent.
The community practitioner is pnrticwlnrly nt n low 10 hrlp IWJth’VItW w{ih

chronic respimtorv disease except for rcconHucMiNg hos]dtnllmtlno $! hrli !b~
illness becomes cr~ticnl. The nvern~e genernl prnrt]t[(mvr Is Ike vlrf{t$t d IIIL
adequate education becanse of the recerwy in [he rise Of 1h4’W dtn’~~< ~~1$”.

the type of supervision needed to protect pntients frO1n n~llt~ lllf!’rtil~~* an~t t~~
maintain their physical condition nt as optimal n 1(’W1 as PON-~ild[’~tlnl~~ 1~
provided in most communities under exisiing conditions.

It is obvious that direction and supervision of high qnatity chronic rmplrntory
disease programs must be provided by medi@ ~ilools a])(i I]]r(]i(m’ ‘x’*llew
Demonstrations of patient diagnosis and treatment mUst be brolWbt to IbC ~~’n~’
munity practitioner through continuing education ~ollr~s Offemi ‘)~ ‘tlrm
instit~ltions and fa~ilities. The Regional 3fe(iiCn1 prOgr~lllS Off(’r the Illost



expeditious way to achieve this goal. Interest in improving programs for chronic
respiratory disease patients exist in many areas and it is our belief that this
interest will generate development of such programs.

TB-RD associations will hel~ stimulate interest in such programs, utilizing
their background of experience in promoting better patient services. In the past,
marry rtssociations have supported medical education in pulmonary disease, and
lm~e demonstrated the need for screenittg surveys and diagnostic and treatment
services.

1’B-RD associations were influential forces in communities for many years in
promoting more adequate services for tuberculosis patients. In the same way,
associations have ~n in a position to witness the dearth of help for emphysema
and chronic bronchitis patients today and because of this, they will be good
community partners to the RMP in seeing that the urgent needs of respiratory
diswwe patients are met.

The .4merican Thoracic Society, the medical section of the h’ational Tubercu-
Icwis and Respiratory Disease Association, has provided leadership in medical
standards and research in tuberculosis and other respiratory diseases. Stiff of
our organization will continue to work closely with the Division of Regional
Medical Programs to promote high standards of diagnosis and care for chronic
respiratory disease.

The XTRDA is pleased with the propo.%1 in H.R. 15758to expand the number
of Advisory Councilmembersfrom twelve to sixteen. M the time (kmgress speci-
fied that attention be paid in Regional Medic~l Programs to chronic respiratory
disease, it also requested that one of the members of the National Advisory
Coullcil have competence in this particular medical field. Expansion of Council
membership will provide more scope for ensuring representation of the various
areas of medicine which are of necessity involved in the many activities of
Regional Medical Programs.

We question if evahmtion of Programs, LLSprovided in Section 102 of the bill,
should be performed solely by the Secretary. It would seem more satisfactory for
both the Departmerrt of HEW and the public, to require that such evaluation be
done b.r outside groups.

We are certainly in support of extension of grnnts for health services for
migratory workers and our only reservation is that these seem very minimal
amo:mts considering the high rate of disease in this sebwent of our population.
Tuberculosis rates are high in these people because of their low economic status
and because their living conditions favor spread of the disease.

We support provision of funds for construction of special facilities for inpatient
and outpatient treatment of alcoholism. Alcoholics have a high rate of tubercu-
losis. and extensive difficulties have arisen in recent years in hospitalizing many
of these persons in community hospitals, including tuberculosis hospitals. Some
of these difficulties would seem to be obviated by the provisions suggested. How-
ever, recognition of the high rate of tuberculosis in alcoholics is essential in
plnnning adequately for treatment facilities.

It gives us great pleasure to record our support for extension of Regional
Medical Programs,

Sincerely yours,
JAMES E. PEBKINS, MD.,

Managing Director.

AMZRICANDENTALASSOCIATION,
Wa8hin@n, D.C., March %’7,196S.

Hon. JOIIN JARMAN,
(’hu;rmun, 8uhcon~?vittce on Publio Health and Welfare, Committee on In~crstate

u)id Foreign Commerce, House of Rcpre8entative8, Washington, D. 0.
DEAR MB. JARMAN: Pursuant to the announcement of March 18, 1968, the

American Dental Association wishes to submit its views on H.R. 15758, the
Health Services Act of 1968. The Association’s brief comments will be limited to
those provisions of the bill which would extend and improve the Heart Disease,
Cancer and Stroke Amendments of 1965 and the Migrant Health Act of 1962, as
amended.

As part of its commitment to improving the total health of our people, the
AmericanDental Associationis s~mpatheticto the goals of H.R. 15758.

The dental profession has particular and long-standingconcern with respect
to OM1cancer and someforms of heart diserise.Additional researchinto the pre-
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ventiou and treatment, of these disease manifestations is needed and cau and
should be included in the regional medical programs authorized in H.R. 15758.
11’hen the Heart Disease, Cancer and Stroke legislation was under consideration
in 1963, the Association submitted to this Committee details regarding the inci-
dence of oral cancer and the low survival rate of victims of the disease. At that
time, attention was directed to the need for more research into the specific causes
of oral cancer and the methods of treatment and rehabilitation of patients who
suffer from it.

‘Jlle Association is pleased to note that considerable progress is being mnde in
this field and that members of the dental profession and several dental schools
are participating in the progrxms that are being developed.

The Asscwiation also is pleased with and supports fully the atnendment included
in H. R.” 15i38 which makes it clear that a practicing dentist as well as a @y-
sician may refer a patient to a facility engaged in research, training or (lelnf,i]-
stration activities which are supported by regional medical l)roganl fuu[ls.

With respect to the provisions of the bill extending the migrant health pro-
gram, the American Dental Association recognizes the need for iucreasillg the
availability of dentaI care for migrant workers and their children. I’he .kocia-
tion supports the extension of the program but agrees that aS soon os feasible,
this activity should be included in the regular public health programs of ~T{~t(.,j
and communities.

The Atnerican Dental Association appreciates the opportunity to present its
views on this legislation and respectfully requests that this letter be includml in
the record of hearings.

Sincerely yours,
JOHN B. WILSOX,D.D. S.,

Cl!airmun, Council on Lcgislat!ou.

UNIVERSITY OF H~wAIr,
SCHOOLOFJIEMCIXE.

Honolulu, Hawaii, Marcl~ 13, 1,%;S.
Re H.R. 15758.
Hon. H~m,EY O. STAGGERS,
[nterstate and Foreign Commerce Gonunitiee,
House of Repre8entative8, Wa811ington, D.C.

DEAR REPRESENTATIVESTAQGERS:House Resolution 15758 includes a parograpb
on “inclusion of territories” which would bring Guam, American Samon, ~!id the

Trust Territory of the Pacific Islands within the scope of the Regionnl Medico 1
Program.

The Medical School of the University of Hawaii is involved in medical resenwh
and teaching in many areas of the Pwit3c. We have been asked by the hcmlrh

administrators in American Samoa to deveIop an afdiat ion between the new l.yn -
don B. Johnson Tropical Medicine Center and the University of Hawn ii svhom
of-’Medicine. The same applies, but at a somewhat more preliminary stngp, wI! h
the health administrators of the Trust Territories, with specinl regard to the hos-
pital that will be built on Ponape. These programs will be mutually ndrnntngcous
as we will provide continuation education for the medlcnl and nursing stnff*,
and they will provide facilities for research and certnin nspects of educ~t! ion fi~r
our fnculty and students.

I would urge your support of the pnrngrnph Sri qucsthw lwcansc thl+ would
facilitate the cooperative ventures described.

Sincerely yours,
WINDSORC. CunJso, M.D., IhwJf.
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TAMPA, FLA., March 20, 1968.
Congressman PAUL G. ROOESS,
HoIt8e of Repre8entative8,
Wa8?tington, D.C.

DEAB COXGJWSMAN ROGERS: We have just started our Florida Regional Mecli-
cal Program and not too many physicians are 3’et aware of its great potentinl
for improving the quality and efficiency of medical care through improvements
in communications and in continuing medical education.

The Regional Medical Programs must develop into ongoing operational proj-
ects and therefore the administrations bill to extend and slightly modify Regional
Medical Progmms is highly desirable. This is the type of congressional legis-
lation the physician in practice and in education will favor.

Cordially yours,
H. PHILLIP HAMPTON,J1.D.

!
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